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Artificial 
Arms 
Return Wearer 
to Normal Life 


DWIGHT McGEE of Lancaster, Ohio, wearing two Hanger Arms, 
can write, shave, use a knife and fork, drive an automobile, and 
says he can do about anything an ordinary person can do. Hanger 
Arms are custom-made to fit the wearer's stump and his partic- 
ular daily needs, and are carefully fitted by experienced Hanger 
fitters. Arms can be furnished with cosmetic or mechanical hand 
and hook. 
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REHABILITATION: Progressive Resistance Exer- 
cise Units; Quadriceps - Gastrocnemius - Footdrop 
Boots; Pulley Weights; Doorway Pulley Assemblies; 
various types of Bicycle Exercisers; Restorator; Ka- 
navel Table; Manuflex and Grip Restorer for hand 
therapy; Ankle Exercisers; Shoulder Wheels with 
or without height adjustment; Stall Bars; Walking 
Parallel Bars and Exercise Staircases of various de- 
signs; Invaid Walkers; Posture Training Mirrors, 
single and triple; Sayre’s Headslings and scales to 
measure amount of traction; Foldaway Jim, a gym- 
nasium for the office or patient’s home; Gymnasium 
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faradic-sinusoidal Generators; Hanovia Ultraviolet 
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Holding Gloves for Exercise—Leather lined— 
enables patient with inability to grasp to hold 
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Exercise Skate—For use on “powder board,” 
floor, or table. Permits exercising upper and 
lower extremities 











WRITE FOR YOUR FREE COPY OF OUR 
NEW 1954 ILLUSTRATED CATALOG 


PRESTON CORP. 


NEW YORK 10, N. Y. 














It’s a Thrill for them 


to drive again with the 


HUGHES HAND DRIVING CONTROL 


When you buy the Hughes Hand Driving Control you 
not only buy the simplest, most efficient and economical 
hand drivng control manufactured—you also buy one 
that has been thoroughly tested by paraplegics under 
actual driving conditions. No expense has been spared 
to make this the safest hand driving control possible. 
Paraplegics themselves have thoroughly tested the 
Hughes Hand Driving Control with thousands of actual 
driving miles in a single year. 





Write us direct for Prices and Literature 





HUGHES HAND CONTROL AGENCY 
Distributor 
Tevis Bridge Road 
P. ©. Box 204 


Lexington, Missouri 
Clinton, lowa 





Typical Installation of Hughes Hand Driving Control 


Check these Features 


V Fits any automatic or semi-automatic transmission. 


V In no way precludes normal operation of car so 
equipped by non-handicapped person. 


V Easily transferred from one car to another by using 
conversion kit. 


¥ Only one control handle for gas, brake and 
dimmer switch. 
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AN EXERCISE DEVICE FOR TREATMENT OF ORTHOPEDIC 
AND NEUROLOGICAL CONDITIONS OF LOWER EXTREMITIES 


GEORGE HEOS* 


This paper describes the Heos Roller Bearing 
Exercise Shoe, a device designed for exercise treat- 
ment of orthopedic and neurological conditions of 
the lower extremities. This shoe, in use for about 
five (5) years in this and other Boston Area Hos- 
pitals, has been found to be particularly valuable 
for patients having hip-cup Arthroplasties, menisec- 
tomies, arthritis, poliomyelitis and some hemiplegias. 
Patients with these conditions require exercises to 
strengthen the abductor and adductor muscles in 
order to increase the range of motion laterally and 
to provide sufficient strength for eventual ambula- 
tion. In addition the strengthening of flexors and 
extensors of the hip and an improvement in the 
range of motion of the hip and knee are often re- 
quired in the above mentioned conditions. 

The chief advantage of this shoe is that it enables 
the performance of abduction and adduction, flexion 
and extension exercises without changing the position 
of the shoe in order to accomplish these respective 
movements. This and other features have led to the 
abandonment of the ordinary roller skate which 
previously was used to accomplish these therapeutic 
aims, The rest of this paper will describe the use of 
this exercise shoe and the way in which it operates 
as a more therapeutic device than the commonly 
used roller skate method. 

The use of the roller skate often entailed frequent 
adjustments and re-adjustments to the patient’s foot, 
thus whenever a therapist changed he exercise from 
adbuction-adduction movements to hip flexion and 
extension it was necessary to unstrap the skate, change 
its position and adjust all accessories. With the 
present shoe such extra re-adjustments are not neces- 
sary. The shoe fits on the foot more easily than the 
roller skate since the patient simply slips his foot 
into the shoe and there is only one strap to buckle. 
A steel T-shaped plate which is attached to shoe and 
which has roller bearings placed underneath the plate 
in appropriate positions enables the patient to per- 
movements as required (see appendix). Thus 
economy of time is achieved for patient and therapist 
because once the shoe is put on no further adjust- 
ments are necessary. 

The use of the Shoe is also economical because it 


* Assistant Chief, Corrective Therapy, VA Hospital, Bedford, 
Mass. 
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relieves the therapist from having to work individual- 
ly with the patients at all times. There is no need 
for very close supervision or for additional therapists 
when the patient load is heavy, Patients can be easily 
instructed in the use of the roller bearing shoe in 
accordance with their needs for treatment. One thera- 
pist under this procedure can supervise as many 
as Six patients at the same time, and still provide 
detailed individual attention to those who need it. 


~ Another basic advantage of the shoe over the roller 
skate is that it eliminates the need for straps, felts, 
sponges and bands that were previously used to make 
the patients foot and leg comfortable and to keep 
the leg from tilting to inward or outward rotation. 
Regardless of how well the accessories were used as 
supportive devices to protect the foot with the old 
method, there was always the problem of preventing 
sagging and slipping that continually offset the value 
of these items. In addition when the roller skate was 
used it was impossible to prevent drop foot conditions 
while in use and as a result exercising via roller skate 
was often uncomfortable and painful to the patient. 
Obviously the straps could not be fastened tightly 
for fear of constricting circulation. 

The present shoe successfully overcomes these de- 
ficiencies in the following ways. In the first place 
it is lined on the inside wth thin absorbent sponge 
rubber material which serves to prevent any irrita- 
tion of pressure points on the foot. Secondly, when the 
shoe is fastened securely there is no danger of circula- 
tory constriction. Thirdly, the shoe is so constructed 
that the foot can be along the quadrant by means of 
tightening or loosening a butterfly nut and then slid- 
ing the shoe to right or left quadrant (see Fig. 1). 
In this way not only can the foot be kept in position 
of dorsi-flexion but it also can be placed in various 
degrees of eversion or inversion to keep the leg in 
inward or outward rotation, according to the patient’s 
needs and the doctors prescription. For example, if a 
patient with a hip-cap arthroplasty has an exaggerated 
inward rotation of the leg, it tends to throw the hip- 
joint out of alignment, thereby making it difficult for 
the cup to fit properly into the acetabulum, Adjust- 
ment of the shoe quadrant tends to prevent the pos- 
sibility of poor mechanical alignment of the leg. It 
should also be mentioned that by keeping the foot 
and leg in the correct position the proper muscles 








Fig. 1—Construction showing attachment by wing nuts 
allowing positioning of extremity. 

are strengthened, and thereby preventing muscular 

imbalance which might otherwise occur when the leg 

was exercised in the wrong position, 

Since the roller bearings ride smoothly and are 
fastened close to the shoe (about 3/4 inch) it is possi- 
ble for the leg to remain straight and close to the 
bed and thereby preventing possible hyperextension 


at the knee joint see Fig. 2). This was not possible 





Fig. 2—Showing position of roller bearings (within *4” of 
the shoe) preventing hyperextension of the knee. 





with the roller skate method since the foot rested 
over two (2) inches above the bed and continual 
alertness to the danger of hyperextension and pain 
was necessary. The Heos Roller Bearing Exercise 
Shoe has other basic advantages. It is easily con- 
structed, requires very little space for storage, is a 
single unit and requires little time and effort to 
adjust to the patient’s foot. In contrast, in the roller 
skate there is frequently a flattening out o. the wheels 
with the result that bumps occur and the ride over the 
board, which is placed on the bed, is not smooth, In 
addition the little bearings around the wheels some- 
times fall out and then the wheels move with diffi- 
culty. With the use of single, large roller bearings at 
appropriate points on the present shoe such defects do 
not occur. Finally this shoe is sturdily constructed and 
hardly ever needs repairing. (See Appendix) . 

The following case excerpt illustrates the use of 
the shoe: The patient described here had rheumatoid 
arthritis with severe involvement and “freezing” of 
knee and hip joints of both lower extremities. He 
had cup arthroplasty operations performed on both 
hip joints. These operations were performed one at 
a time and over six months apart, and allowed the 
patient to work one leg at a time for attaining good 
range of motion of his hip joints. Eventually it was 
necessary to exercise both extremities simultaneously. 
For this, the patient wore two roller bearing shoes at 
the same time. By use of pulleys on each end of the 
bed board and two rings attached on each side of 
the shoe and a cord ran from the patient’s hands 
through the pulleys and tied to the rings on outside 
of shoe, the patient was able to pull his extremities 


to abduction with this set-up (See Figure 3). In the 
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Fig. 3—Patient performing adduction and abduction 
exercises. 
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next exercise sequence he brought the extremities 
back in adduction to medical line or to 10° - 20° from 
the medical line as the patient’s doctor requested. 
When working one hip joint at a time, separate cords 
were placed in each hand of the patient, which ran 
through the pulleys on each end of the bed board. 
One was attached to the outside ring on the shoe so 
that the leg could be pulled into an abduction posi- 
tion, while the other cord was attached to the ring 
on the inside of the shoe so that leg could be pulled 
into an adduction position, Through the medium of 
the overhead pulleys and slings placed under the 
knees, the patient could pull the overhead cord to 
perform knee and hip flexion and extension exer- 
cises. (See Figure 4). 


eee 


Fig. 4—Patient performing flexion and extension exercises. 


SUMMARY 

The use of a Roller Bearing Exercise Shoe has 
been described as an exercise device for the treat- 
ment of orthopedic and neurological conditions of 
the lower extremities. Its superiority over the roller 
skate generally used for these conditions has been 
demonstrated. The construction of shoe is described 
in the appendix. 

CONSTRUCTION OF SHOE 

The construction of the shoe is as follows: (See 
diagram 1). An orthopedic shoe about Size 11 or 12 
with front of toe cut off; at (A) a strap and buckle 
is sewed on to take place of lacing. (B) and (C) are 
where two wing nuts are placed with the (B) in a slot 
on the quadrant so that shoe may be tilted to keep 
leg in inward or outward rotation, Ring is attached 
on (D) or welded on to plate to tie string or cord 
for pulling leg to abduction. A ring is also attached 


on other side of same plate to pull foot into adduc- 
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Diagram 1—Showing construction of the Heos Roller Bear- 
ing Exercise Shoe. 


tion. (E), (F), and (G) are ball bearings 3/4” in 
diameter of which there are 5 in all and are placed 
in inserts such as (H) and which in turn are welded 
on to plates as (H). 

Diagram No. 2 gives the sketch of the plate under 
shoe and shows that the plate is all in one piece. 
The plate used in construction of this equipment is 
1/8” cold rolled steel, The long strip extending from 
left to right is 9” long and 2” wide. The strip in the 
center of this plate which extends upward (also goes 
up back of shoe from heel) is 3” long and 2” wide. 
The two strips extending down from the longest 


strip are 2” long and 1” wide and are 3” apart from 
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Diagram 2—Showing one piece plate construction and 
location of roller bearings. 
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extension exercises, Circles on these plates represent 
the ball bearing and ball bearing inserts which are 
welded on to plates, 


Diagram No. 3 shows the quadrant section which 
is welded on to the longest plate and going up the 
sole of the shoe. The quadrant slot is 3” long and 
has a 1/4” opening. The steel rings for tying cord 
are on each end of the strip. Then a narrower strip 
| 3/4” high and 1 1/2” wide extends up from that 
piece which is | 1/2” high on the sides and is 3 1/2” 


Diagram 3—Showing location of the quadrant section and 


each other, are also tilted up about 20° so that weight 


of foot will rest on these when doing flexion and 


| 
| 
| 
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wide. This whole section going up sole of foot is 5” 
. high from the long steel plate. 
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Announcement 


Ce") 8th ANNUAL () ~~ 
Scientific and Clinical Sessions 


This early announcement is to allow the many hundreds of Physical 
Medicine Personnel the opportunity to make arrangements to attend. 


As the Association enters upon its 9th year, it is a privilege to thank 
the many physicians who have given our organization their approval as 
worthy contributors to Physical and Mental Rehabilitation in our hos- 
pitals. 
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THE PROBLEMS OF TREATMENT INVOLVED IN THE 
MANAGEMENT OF GERIATRIC PATIENTS* 


C. C. BURTON, M.D.** 


In the United States in the year 1900 the average 
life expectancy was 47 years. In 1951, life expectancy 
was 67 years for males and 71 for females—an incre- 
ment in longevity of over 20 years in half a century 
and steadily rising. While the total population of 
the country has more than doubled since 1900 the 
number of people over 67 has quadrupled. Today 
these 67 and over folks are 12 million strong; by 
1980—only 27 years hence, it is estimated that they 
will be 24 million. What are these millions to do? 
Sit around whittling or twiddling their thumbs, wait- 
ing to die? Having no occupation but the weekly trip 
to government offices to collect their old age pension 
or insurance? According to Dr, Theodore C. Klump in 
a recent speech, a pension of only $100 month to 
oldsters puts a tax load of 29 billion dollars a year 
on the shoulders of their juniors. If, on the other 
hand, useful work could be found for even one-fifth 
of the 24,000,000 at an average wage of only $2,500 
a year, that would mean an annual wealth production 
of more than 12 billion dollars. There have been 
numerous instances of men chronologically old who 
are retired but physiologically youthful and useful. 

The toll of prolonged disability of varying degree 
consequent to chronic illness is so immense as to be 
almost immeasurable. Aging per se does not nec- 
essarily imply chronic illness. Chronic illness is of 
course not limited to those in the senescent period 
of life. Nevertheless, both the incidence of chronic 
illness and the degree of disability therefrom, are 
markedly increased after age 40—varying from 6 : 1000 
to 50 : 1000 at age 70. Impressive as these figures are, 
this fails to reveal the full present and impending 
significance of long term illness in the health prob- 
lems of today. 

Chronic illness by definition means impairment of 
health over a protracted period. Strangely enough, the 
actual onset of the disorder may precede its recogni- 
tion by many years, This is typically illustrated by 
diabetes and arteriosclerosis. Health, like age, is rela- 
tive. We speak of Perfect Health as that state of 
being in which all the functional capacities of the 
organism have maximum reserves. Optimum health 
is affected by age. Normal health is practically synony- 
mous with Average Health. 


*Given at Ohio-Kentucky Chapter Convention, Sept. 19, 1953. 
**Chief, Professional Services, Veterans Administration Center, 
Davton, Ohio. 
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Cure of most chronic disorders, in the absolute 
sense is usually impossible, for irreversible changes 
have occurred during the long, silent early phases. 
Control, as illustrated by the therapy of endocrine 
disturbances as in diabetes mellitus, hyperthyroidism, 
the climacteric, and the deficiency diseases, is more 
frequently the objective. Often the maintenance of 
a status quo is a significant therapeutic accomplish- 
ment, Similarly, partial rehabilitation and improve- 
ment are often possible and may be dramatic. Motiva- 
tion for the efforts, requisite for improvement is of 
primary importance. Little can be accomplished with 
an adamant individual without the will to improve 
health. Moreover, the handicapped person will not 
exert himself toward rehabilitation if there is no 
place in society where he may find the satisfaction of 
usefulness. The management of long term illness 
involves psychological, sociological and economic 
problems as well as purely clinical therapeutics. 

The physician has learned that man is a physiologic 
whole and that one organ or one system cannot be 
considered to the exclusion of the others, It is just 
as vital in consideration of health and disease that 
we realize that, for all his independence, he is in- 
extricably a part of a family, of the community and 
of society. This in turn means that in meeting the 
needs of the patient, the effect of his family and his 
environment on his illness must not be overlooked. 

Sickness always brings with it emotional and social 
dislocations. In acute disease where the period of 
illness is short, the disturbance in familial and social 
relationship is fleeting and is quickly mended as the 
patent convalesces. In chronic disease, however, which 
by definition is protracted and tedious, the emotional 
and social aberrations concomitant with the illness 
are of great importance to the patient’s well being, 
in fact at times, more important than the disease 
itself. The patient who has been regularly employed, 
moderately thrifty, father and husband for 25 years 
and who one day finds out that he has a serious 
cancer has much more threatened than his life. The 
illness sets in motion a closely related chain of events 
which threaten the relationship he has built up with 
his family and society over many years. He is emotion- 
ally disturbed because his wife must assume some 
responsibilities which were formerly his. He is dis- 
traught because members of his family have had to 








give up their schooling earlier than had been planned. 
This violent change in situation affects as well his 
response to treatment. This whole complex of rela- 
tionship which surround and affect this man and his 
illness is not readily apparent to the casual observer 
who sees him in his hospital bed and firmly believes 
that all of modern science is being used for his bene- 
fit. A most significant and unpleasant fact, however, 
is that our scientific advances have focused our eyes 
away from the homely virtues of the doctor of another 
day, who possibly because of his paucity of medical 
knowledge and limited therapeutic agents became the 
confidant of the patient and the counselor of the 
family. To recapture what we have lost and keep as 
well what we have, requires a doctor not only skilled 
in all technical aspects of medicine but also in the 
understanding of people and their problems. 


In other words, it is not enough to consider the 
physical disability of the patient in his planning 
program. Rather, emphasis should be placed on his 
physical capabilities in very specific terms, such as his 
capacity for self care, for ambulation, for use of his 
hands, and for his willingness and sincere desire to 
accept proper guidance. To be realistic and expect 
any reasonable prospect of employment, one must 
concentrate on preparing the patient for the physical 
demands of daily living. Not all patients can be pre- 
pared and so, for some, home employment or sheltered 
work-shop employment furnish the answer. The geri- 
atric patient will not find his way back to regular 
employment although he may be only a partial in- 
valid, For the deadly doldrums of old age our com- 
munities are sorely in need of some type of combined 
activity for furnishing entertainment and an oppor- 
tunity for creative effort to give purpose and promise 
to the still useful years that follow retirement. 

It is a well-known fact, however, that most physi- 
cally normal persons lose their jobs because of per- 
sonality defects, It is into this pitfall that physically 
impaired persons also tend to fall. This is because 
all too often those who have had a prolonged illness 
or hospital stay convalesce physically but not psycho- 
logically. When a good rehabilitation viewpoint is not 
maintained initially, most patients become debilitated 
psychologically. This is very important when con- 
sidering an individual’s potentiality for work, since 
many of the poor psychological habits may have been 
inadvertently built up in the hospital or home which 
are the very ones to make him vocationally objection- 
able. It is therefore very important to recognize the 
setting of a vocational goal as early in the hospital 
as possible, is one of the best motivations for rehabili- 





tation. 


The Department of Medicine and Surgery of the 
VA has been in the forefront in planning the re- 
habilitation of the ex-service patient in their intra- 
hospital stay as well as in their post hospital family 
and communty relationship. The Aspinwall group 
made pilot studies. Their results were so encouraging 
that our Area Medical Director has been very much 
interested in promoting the establishment of similar 
post hospital planning programs at other suitable VA 
installations. 


The placement of the physically handicapped in 
suitable family and community environment and il 
employable in renumerative positions has been in 
progress on a limited scale at this station. The medical 
feasibility of discharge is first determined following 
which a team reaction is set in motion. The team 
consists of the physiatrist, the social service represent- 
ative, Vocational Counselor and Contact Representa- 
tive with the expectation of adding a _ volunteer 
worker to the team. Through their cooperative and 
collaborative efforts a careful evaluation is made of 
the veteran’s capabilities which are integrated with 
the circumstances that will confront the patient at 
his home. A careful study of the community recep- 
tivity with plans for individual follow-up through the 
local welfare agencies is being made. Obviously, it 
will require same time for critical evaluation of the 
results of such a program. A statistical record is being 
maintained by the social service department which 
will form the basis for a second report by that depart- 
ment. 


Approximately five years ago special consideration 
was given to a proposal for the establishment of a 
geriatric hospital at this Center. The plan was sub- 
mitted to the Chief Medical Director and the Ad- 
ministrator who authorized the establishment of a 
chronic or geriatric hospital (Patrick Hospital). 
While the building has a capacity of 300 beds, because 
of inability to recruit sufficient nursing and medical 
staff it has only been possible to operate 150 beds. 
We are very much encouraged by the special care and 
treatment given these patients and feel that it is 
another milestone of progress in the handling of these 
patients. Those who have seen the plan in operation 
have shared our enthusiasm. Many new methods in 
the care of these debilitated patients have been in- 
troduced and the staff is continuously exploring new 
techniques to be used in their care. Concomitantly 
new equipment is being tried and reports are sub- 
mitted to the Chief Medical Director as to its practi- 
cal application in a chronic hospital. An article pre- 


Vol. 8, No. | 





_— 


— rn 


pared by the nursing supervisor of this hospital has 
been given service wide distribution. Too much 
emphasis cannot be placed on the proper selection of 
suitable personnel for the geriatric hospital. A pro- 
gram of continuous indoctrination has been initiated 
by holding staff conferences regularly and stressing 
important phases of the nursing care of the geriatric 
patient. The physical medicine and hehabilitation 
service plays an invaluable role in training these 
patients in self care. By this means it is often possible 
to convert a total invalid to a partial invalid. Many 
times the patient’s attitude of despair, dejection and 
sulliness is changed to one of hope, happiness, and in- 
creased cooperation. We too often overlook the fact 
that such an achievement in a geriatric patient re- 
quires greater effort and patience than in the re- 
habilitation of the younger patient who has become 
disabled through trauma or complications of an acute 
illness. 

The geriatric patient may be classified according 
to the illness contributing to his principal disable- 
ment. However, these patents often have more than 
one chronic disease and consequently multiple dis- 
abilities, It seems to us that a more practical classifica- 
tion is to group them according to the type of medical 
and nursing care which they require. 

The following classification has worked out satis- 
factorily at this station: 

(a) The general medical and surgical geriatric 

patient. 

(b) The geriatric patient with a psychiatric com- 
ponent. 

(c) The geriatric patient with a superimposed 
acute condition requiring treatment in the 
acute hospital. 

(d) The domiciliary patient—non-duty and duty. 

This grouping lends itself to the placement of the 
patient in different types of hospitals for institutional 
care and is self-explanatory, It must be realized that 
the patients placement may not be permanent, de- 
pending upon his progression, regression, or compli- 
cations that may arise. 

I should like to relate the story of a patient who 
required bilateral upper thigh amputations for severe 
peripheral vascular disease with early gangrene. The 


amputation stumps were too short for fitting with 

artificial limbs. However, he was furnished with a 

platform to which was attached ball bearing roller- 

skate sized wheels. During the patient’s convalescence 
he received corrective therapy and taught to use the 
prosthesis. Several months after the veteran’s discharge 
he sent me the pictorial section of the Akron Sunday 
paper with his picture and a descriptive legend to 

the effect that he was working regularly, making a 

valuable contribution to the war effort (WW II) and, 

in addition, he had a victory garden. 

This is a dramatic result but it illustrates what can 
be achieved with the severely handicapped. Proper 
motivation and the setting of rehabilitation goals 
early in the patient’s convalescence is essential. More- 
over, it emphasizes the importance of cooperation of 
the community and industry in attaining maximal 
rehabilitation. 

CONCLUSIONS 

1. The geriatric patient is a joint medical, socio- 

logical and economic problem. 

2. The medical profession and allied disciplines 
working as a team have an increasing responsi- 
bility for the care of the growing geriatric popu- 
lation. 

3. We are indebted to the nursing service for their 
inordinate devotion, their professional attitude 
and their warm friendly but mature emotional 
personality displayed often under trying situa- 
tions and circumstances. 

4. The social service department assumes the major 

role in paving the way for the familial and com- 

munity, reception of the geriatric patient. 

I should like to pay tribute to the physical med- 

icine and rehabilitation department for their 

excellent work and splendid attitude, which have 
contributed immeasurably to the happiness, con- 


ue 


tentment and self care of these patients, 

6. It is the fervent hope that the attitude of the 
people of the greatest nation, enriched by vision 
and fortified by experience, shall be one of more 
sympathetic understanding for the _ geriatric 
patient and that ultimately there shall be pro- 
vided adequate means to meet the challenge of 
the evolution of our aging population. 











SOME DUES ARE DUE AND OVERDUE. ARE YOUR DUES DUE OR OVERDUE? 
IF YOUR DUES ARE DUE, THE THING TO DO, IS PAY BEFORE THEY'RE OVERDUE. 
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SOME BASIC CONCEPTS ARISING FROM 


DAILY WORKING RELATIONSHIPS IN CORRECTIVE THERAPY 


ARTHUR LANDY* 


From what has been said in the previous discus- 
sions, we can see that Corrective Therapy is certainly 
not standing still, but growing and developing. I think 
that it is well for us to remember this. Consequently, 
we don’t as yet have many hard-and-fast rules and 
regulations; we don’t have any rigidly binding, special 
“laws of learning” for Corrective Therapy. 

This basic concept of growth, development and 
change can be broken down into several more specific 
concepts. First, we can think of Corrective Therapy 
in terms of the patients whom we treat—the patients, 
the men, who themselves are growing, developing, 
changing individuals. Secondly, we can think of Cor- 
rective Therapy in terms of ourselves, the therapists 
who are, or who should be, constantly progressing and 
improving. Finally, we can think of Corrective 
Therapy as a growing science—as a body of knowledge 
that is growing and becoming more accurate, more 
refined, as time goes by. 

From each of these three points of view, progress 
may be observed, Today, however, we are not so 
much concerned with observing progress as we are 
with finding out how we can make progress, What 
can we do to improve our Corrective Therapy pro- 
gram, ourselves, and the men whom we treat? 


THE MAN 

Here we call them men rather than patients in 
order to emphasize the idea that we need to become 
acquainted with the man—not just his diagnosis, not 
just the prescribed treament aim, but the man, Our 
treatment aims and the various other specific classifi- 
cations are not nearly so important as the man him- 
self and the activity that goes on between the man 
and ourselves. 

As we become acquainted with the man, we can see 
that his behavior and the interpersonal relationship 
developed are not determined solely by his interests 
in Corrective Therapy; for he is not merely a Cor- 
rective Therapy man, but a man who has various 
other interests and who must adjust to various other 
situations as well. 

In our acceptance of him as a man, we should not 
feel that a particular set of symptoms calls for any 
one specific type of treatment. Patients who seem to 
manifest identical symptoms do not always respond 


* Chief, Corrective Therapy, VA Hospital, Chillicothe, Ohio. 
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to identical treatment. Constructive activity for one 
man may be entirely different from constructive ther- 
apy for another. I am not disregarding specific treat- 
ment methods, but am attempting to show that we 
have a broader field of endeavor when we work with 
and attempt to help our patients as men. 

To enable our men to gain the most from Correc- 
tive Therapy, we must stimulate activity and trial, 
without which little learning occurs, Corrective Ther- 
apy as an activity is sound, because it emphasizes just 
this: learning through activity and trial—the most 
effective sort of learning. 

This, however, can be accomplished only when we 
have a progression of goals. 1 do not mean that we 
should have all the goals, or even a single specific 
goal, for each man, but that we should put continual 
emphasis upon the principle of growth, development, 
change—rather than upon the constant reapplication 
of the same patterns of evaluation over a prolonged 
period of time. 

We must approach each man on a level of least 
frustration and then lead him properly in stimulating 
techniques which are not static, not the same every 
day. From day to day, we should add new goals and 
interests in an effort to move him on to a higher 
level. After a patient has been in Corrective Therapy 
for, let us say four months, we should know that he 
has had four months of experience—not one month 
repeated four times, not one week repeated sixteen 
times, but constant reappraisal and change in activity. 
Given progressive activity which is enjoyable and yet 
purposeful, the patient has the urge to develop his 
potentialities and gradually to assume responsibility 
for himself in meaningful situations. 

Merely to assign a patient to our program and 
have him attend regularly may lead him to feel that 
he is being coerced or punished, “What’s it all about? 
Why am I being brought here? What are they doing 
to me?” he wants to know. We should endeavor to 
appraise the patient’s expectancy of what he is going 
to get out of Corrective Therapy, and what Correc- 
tive Therapy means to him; and then we should 
attempt to alter our activity program so that he 
really feels and knows what is happening to him. 

Progression of goals can come about in the very 
nature of the activity itself. If it has something to 
do with gait training, striking a bag, or shooting 
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baskets, the Corrective Therapist can make statements 
and predictions which the patient can utilize in his 
progress. This activity that takes place must be per- 
ceived and encouraged by the Corrective Therapist, 
so that the patient is aware of it; for, as he comes to 
understand what he is doing and achieving, the pati- 
ent gradually assumes responsibility for himself and 
develops constructive relations with others. 

From a Corrective Therapy viewpoint, we often feel 
that we’ve accomplished our goal . . . if, for example, 
we’ve taught a man to use his artificial leg, or have 
attained results from a geriatric standpoint. These 
represent the satisfaction of immediate needs; but 
there should be other goals. There should be con- 
tinual reinforcement of the greater system, to enable 
our men to do other things—such as walking to the 
canteen, purchasing a pack of cigarettes, returning to 
the buildings. 

At this point it might be well to ask: What is the 
therapeutic outlook for many of our patients? I raise 
this questions because many interested and conscien- 
tious people seem to feel that our treatment has been 
a failure except when we restore patients to the status 
of usefulness which they had prior to their illness. 

We can’t of course, always attain this ideal. But we 
can aid in the total approach and help our men to the 
point where they can possibly be discharged and 
work a month at a time instead of a week at a time. 
Even if a man doesn’t improve to a point where he 
can be discharged, we can often teach him to do 
things that are necessary in daily living at the hos- 
pital. By helping him to make a better adjustment 
to hospitalization, our treatment may be decidedly 
successful. 


THE THERAPIST 

Up to this point, I’ve discussed mainly our patients, 
our men. Now, it might be well to take a look at 
ourselves. What sort of people are we? 

Corrective Therapists have been regarded as people 
who possess masculinity. To flatter ourselves a little 
more, I might remind you that it is often assumed 
that we represent the ego ideals of the patients as- 
igned to us for treatment. However that may be, 
the activities which we offer do have a great deal of 
social and cultural approval, Physical activities have 
long been regarded as good; they are generally recog- 
nized as having a great deal of value, But Corrective 
Therapy does not stop here. In addition to embracing 
sports and hobbies, Corrective Therapy possesses in- 
tellectual and aesthetic possibilities. 

To get the maximum patient participation in this 
varied program, we must believe in it ourselves. How 
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else can we have the courage to help the patient 
assigned to us for treatment? We must recognize its 
possibilities. We must have a positive and enthusias- 
tic outlook in a planful scene, 

The appearance of aggression by our patients is 
sometimes a cue which should start us on the road to 
self examination. I think that some of us antagonize 
our patients by being “too nice” to them—too nice 
in a shallow, artificial sort of way. At times we tend 
to impose ourselves on them, trying to get them to 
express Our own desires. We want them to react with 
a predicted response. And when they do not, we feel 
deflated and humiliated. 

As a matter of fact, I think that many of us do 
too much talking—or rather talk too loosely. We 
sometimes find it difficult to assume a listening role. 
We are at times impatient. We do too much prompt- 
ing, too much interrupting. When we are dealing 
with patients, we sometimes tend to give them un- 
necessary assurances. 

To avoid this sort of thing, we should recognize 
that each patient is an individual with his own hopes 
and desires, his own values, his own needs. And we 
should attempt to be the kind of therapist who can 
help the patient to help himself. To illustrate. The 
treatment of hyperactive patients has been made 
much easier by the introduction of swimming therapy 
which, we have found, is a type of treatment where 
the patient may be allowed to become an active, con- 
tributing force toward relieving some of his own 
anxiety and stress. Needless to say, success depends 
much on the proper handling by Corrective Thera- 
pists and our ability to individualize our treatment. 
Rather than apply techniques that are static and 
passive in nature, we should do our utmost to en- 
courage patients to develop new and different tech- 
niques for relieving their anxiety and stress, 

Here I feel compelled to talk a bit about group 
activity. Corrective Therapy in many of our hospital 
programs is not group activity per se, but individual 
therapy practiced in groups. Work is done not with 
a group of people—but with a group of individual 
people. But a Corrective Therapy group is something 
more than a mere audience of people. Usually our 
patients are an interacting group, or at least a partici- 
pating audience. And, as a Corrective Therapist, I 
think that we should strive continually to change our 
group structures from those of a participating audi- 
ence to those of an interacting group. 

The relationship between therapist and patient is 
of utmost importance. It’s astounding to see and 
read the number of articles that have appeared re- 
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cently in which one of the principal conclusions was 
that nothing else is more important than interpersonal 
relationships. The  therapist-patient — relationship 
throws its heavy weight for or against favorable 
results. 

It has been said that the right person will often 
obtain good results with the wrong method, while 
the wrong person will fail consistently even though 
he uses the right method, This is not the whole story, 
but there is a lot of truth in it, The fitness, the train- 
ing, the skill, and the personality of the therapist 
determine the outcome of a successful program, The 
personality of the therapist is very important in secur- 
ing and maintaining a favorable relationship with 
the patient—in not allowing the man to feel frustrated 
or forced to withdraw, or to behave in some fashion 
which is inadequate. 

Our sympathy, understanding, and encouragement 
can be strong supporting factors to the man with 
everyday problems. Although some of our patients, 
in responding to our efforts, seem depressed, with- 


draw and slow to join our group . . . when handled 


considerately and quietly, they will often begin to 
show some definite concern for what the group thinks 
and for the general environment of which they have 
become a part. 
THE RESULT 

Scientific progress is, of course, necessarily slow. 
It is only after persistent, long-continued labors that 
we improve our program, To do this we must con- 
stantly feel our way forward, and be eager to use new, 
enlightening information as fast as it becomes avail- 
able, If we are to progess, we can’t become technique 
bound; we can’t become routine and oversystemized. 

We must go after new ideas, capture them from 
our journals and other professional literature, from 
our conferences and conventions, and from our own 
daily working relationships with our patients. We 
must capture new ideas, talk them over, communicate 
them, and whenever posible test them to see which 
are efficacious in bettering our treatment methods 
and in realizing our total obligation to the men 


whome we treat. 











Enjoy Living, Through 
HAND CONTROLS! 


Become independent .. . 
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GERIATRIC SURGERY* 


WILLIAM G. ECKMAN, JR., M.D.** 


Members of the Association, Mr. Moore, Dr. Bur- 
ton, members of the staff, and guests: 

It is with a considerable degree of pleasure that I 
have accepted this invitation to speak to you today 
upon the general subject of Geriatric Surgery. In 
keeping with the context of today’s program, I shall 
dwell upon some of the common denominators that 
we encounter in the treatment of the geriatric patient, 
and I hope to be able to emphasize a somewhat more 
promising concept regarding the problem. 

All of us are familiar with the difficulties that are 
encountered in the care of the so-called custodial, 
geriatric hospital patient. ‘To be sure, these cases are 
—and remain—a considerable challenge to all of us. 
These persons represent, in a certain way, the fruits 
of recent medical progress, a progress that has led to 
the saving of the life of the young, the lengthening 
of the life expectancy span, and the creation of a 
gradually aging population, But that many of our 
older people will be struck down by some chronic 
degenrative disease and thereby rendered helpless, is 
self-evident. 

I should like to stress a more promising approach, 
however, or one that, perhaps, has not been con- 
sidered with sufficient emphasis in this entire matter. 
This concept is based upon the fact that in many 
instances we might prevent the invalidism of many 
of these persons, or at least delay it, by applying more 
widely to the aging population the fruits of our 
present day advances in the field of Medicine as a 
whole, and particularly in the field of Surgery. By 
so doing, I am confident that rehabilitation can be 
offered to many elderly patients and their invalidism 
substantially reduced. To prevent disease is the pri- 
mary aim of medical science. To prevent, in so far as 
possible, chronic debility and invalidism should be 
a primary aim of geriatric medical science. 

Varous disease processes affecting the human body 
can conveniently be divided into four general cate- 
gories, These are, namely: (1) diseases due to con- 
genital defects; (2) diseases caused by infectious pro- 
cesses; (3) tumors or new growths; (4) diseases of 
traumatic nature; (5) functional or psychiatric and 
(6) lastly, the broad category of degenerative diseases. 
During the past several decades we have made con- 


* Address delivered at Ohio-Kentucky, Chapter Convention, 
Sept. 19, 1953. 


** Acting Chief, Surgical Service, Brown Hospital, Dayton, VAC. 
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siderable progress in elimination of diseases belong- 
ing in the first three categories. Progress in the treat- 
ment of the chronic disease group has been neces- 
sarily slower. 

In the last decade, in particular, we have become 
increasingly aware of the problem of a larger elderly 
population and, as a direct result, more emphasis has 
been placed upon geriatric disease and improved 
methods of treatment of these patients have gradually 
been evolved. Dr. Amos Koontz of the John Hopkins 
Hospital has aptly described geriatric surgery as often 
“the surgery of neglect”. Too frequently our previous 
evaluation of these patients has been predicated upon 
the false assumption that a particular individual is 
too old for surgery. A recent survey made at the Van- 
derbilt University Hospital shows that for the year 
1926-27 only 2.3% surgical procedure was performed 
on patients over 69 years of age. In 1950, this figure 
had tripled. And while the number is still small, it 
continues to grow. For example, in the 1926-27 year 
period there were no gastro-intestinal operations per- 
formed in this group. In 1950, a total of 10°% of all 
geriatric operations were performed upon the gastro- 
intestinal tract. 

We are all aware of the remarkable advances that 
have been made in modern surgical treatment. Due to 
the work of Lister on asepsis and continuing through 
the phase of development of modern anesthesia, anti- 
biotics, blood transfusion, X-Rays, and radium treat- 
ment—to mention just a few—we have been able to 
offer to all persons more radical and more curative 
surgery, with a lessened morbidity and mortality. Only 
recently have we begun to realize that this progress 
has perhaps more to offer to the geriatric patient than 
his younger counterpart. For the young, these scien- 
tific advances have been important; but to the elderly, 
they have been vital, since in this latter group our 
margin of safety is less, our reserve and resistance 
necessarily in more precarious balance. 

Many of us will recall the hopeless plight in the 
past of the elderly man or woman who suffered a 
fractured hip. Indeed, this was considered by many 
physicians to be an almost certain precursor of death, 
since these patients formerly required prolonged bed- 
rest, often in a cumbersome traction type of apparatus 
with all the inherent dangers of decubitus ulcers and 
pneumonia. These persons seldom died of their frac- 
tures: they nearly always succumbed to the pneu- 
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monia, Even those fortunate enough to recover were 
faced with prolonged convalescence and a huge medi- 
cal bill. Today, as you all know, we have adopted the 
policy of operating upon practically all of these pa- 
tients. We insert a metallic pin or nail to fix the 
bone fragments; the patients are gotten out of bed 
early; and they very often (and usually) may be 
discharged from the hospital in less than two weeks 
following their injury. 

There are many other conditions, perhaps of less 
emergent nature, which are well tolerated by the 
elderly patient. In the field of herniology, for ex- 
ample, we find ourselves continually operating more 
frequently upon older patients. In fact, we consider 
practically no patient, per se, as too old for a hernia 
repair, Too many persons have been told when they 
are young and have a small hernia that perhaps it 
will never bother them at all, only to find in ad- 
vancing years that the hernia also advances and en- 
larges. Then they are told that they are “too old for 
operation” and are forced to spend their old age 
with a troublesome defect. It is, at the very least, 
painful and uncomfortable and often quite danger- 
our. In gall bladder and gastro-intestinal surgery, 
we again find our horizons widening. We find more 
of the older age-groups being advised to undergo 
corrective surgery, with a minimum of morbidity and 
mortality. 


I could go along and enumerate many other con- 
ditions with which we are now dealing successfully 
in our geriatric surgical practice, but time does not 
permit. But I would particularly like to emphasize 
the value of doing a careful medical evaluation of 
each geriatric patient, as an individual, and applying 
to each patient sound surgical principles of treatment. 
In this manner, I think we shall find ourselves increas- 
ingly successful in practicing preventive medicine. We 
will correct pathological processes earlier, and as a 
relatively innocuous procedure, and thereby greatly 
reduce parmanent and prolonged invalidism, which 
is the fruit of the “surgery of neglect.” 


Just as a side thought, I would like to interject a 
little story. Many doctors (and we all are somewhat 
guilty) are too prone to explain many of the com- 
plaints of the older patient as “due to old age, nothing 
more.” One is reminded of the young physician who 
was consulted by an elderly man because of an aching 
pain in his right leg. The young doctor wished tc 
appear quite versed in the art of rapid differential 
diagnosis and did a perfunctory examination and 
stated to the patient that the pain in his leg was due 
to old age; whereupon the elderly man replied, “But, 
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doctor, the pain is in my right leg; my left leg is just 
as old and it doesn’t bother me at all!” 

Let us not forget that similar disease processes affect 
the young and the old mutually, though not in like 
manner and not in like degree. Let us not dismiss 
any complaint of the old person on the basis of age 
alone without a careful scrutiny for conditions which 
perhaps are amenable to medical or surgical correc- 
tion. 


I believe it would be well, now, to pass on to the 
theories of treatment of the geriatric patient who is 
already partially or completely disabled, and I hope 
to enumerate a few of the moye important principles 
which can be applied to his care and rehabilitation. 

Even though we have judiciously applied all of the 
foregoing toward the prevention of invalidsm, there 
are most certainly a great number of cases who will 
require supportive surgical care, prevention of com- 
plications of degenerative disease, and rehabilitation 
to the greatest possible extent. Perhaps there is no 
complication more dreaded by the elderly man or 
woman than the loss of one or both lower extremities, 
as a result of poor circulation and gangrene. This 
is particularly true in the diabetic patient who is 
notoriously less resistant to infection. To that end we 
must insure that all elderly patients take especially 
good care of their feet. This care can be self-min- 
istered and merely involves careful bathing and lubri- 
cating of the feet, care in the trimming of nails and 
callosities, and avoiding of ill or tight fitting shoes. 
Various exercises within tolerance limits are useful 
in maintaining circulation and should be simplified 
to the extent that they might be understood by the 
elderly patient and carried on at home without pro- 
fessional supervision, Small ulcerations and localized 
infections about the feet and more especially the toes, 
warrants immediate consultation by the physician. 
If an elderly patient has lost one lower extremity as 
a result of amputation due to gangrene, usually we 
can aid in the rehabilitation of those patients by 
prescribing for them an artificial prosthesis. However, 
there will be a few patients in which the remaining 
extremity is afflicted with a poor circulation and we 
have to be especially conservative in regard to pre- 
scribing a prosthesis for the absent leg. In those cases 
we have to realize that the artificial leg may throw 
an added burden on the sound or partially sound 
leg, which, because of its poor circulation, might suf- 
fer from gangrene and necessitate a bilateral amputa- 
tion, perhaps a few months or years earlier than we 
would normally expect. Now, in those cases, we still 


need not relegate the patient to a wheelchair; we can 
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rely upon the building up of the upper extremities 
in a view toward the use of crutches so that the indi- 
vidual may get about with his crutches on the re- 
maining leg. Very often you will find that he can 
be returned to his community and live the remainder 
of his life in comfort. 


In treatment of the chronic bed or wheelchair pati- 
ent, the development of decubitus ulcers should be 
assiduously avoided. This can be accomplished by the 
proper padding around bony prominences and the 
recognition of potential areas of skin break-down be- 
fore ulceration has supervened. An ounce of preven- 
tion is worth several pounds of cure, particularly re- 
garding decubitus ulcers. 


In the treatment of the hemiplegic, the Orthopedic 
surgeon has devised many intricate and very satis- 
factory mechanisms of bracing, which prevent invalid- 
ism and lead to the restoration of some degree of 
usefullness to the patient; and with the aid of com- 
petent therapists, we are often surprised at the degree 
of return of function found in some seemingly hope- 
less instances. Ambulation is of particular importance 
in the supportive care of the geriatric patient. If we 
can do nothing else, every effort should be made to 
get these patients out of bed; and, if possible, they 
should be encouraged to walk. Ambulation, by defi- 
nition, connotes the act of movement or walking. It is 
not enough merely to get a patient out of bed and 
have him sit in a chair by the side of the bed and to 
call this ambulation. This feat accomplishes little 
more than sitting up in bed and does not relieve the 
problem of stasis and circulation in the lower ex- 
tremities, nor does it lead to any more adequate 
aeration of the lungs. So, if at all possible, let us 
ambulate patients in the true sense of the word and 
encourage them by assisting them in walking. 


At the expense of spending perhaps too much time 
this morning in talking to all of you and perhaps 
being repetitious, I could enumerate a number of 
other diseases which occur in the aged and which we 
encounter in the every-day surgical practice within 
this hospital, but I don’t think that is necessary. 
Rather, I should like to re-emphasize just two points. 
First, let us not forget that today we can offer to the 
older age group the fruits of our advancement in 
medicine and surgery, and by so doing we can prevent 
or at least substantially delay, in increasing numbers, 
many of the invalids of old age. Secondly, may I point 
out that, once confronted with the totally or partially 
disabled elderly patient, we should properly evaluate 
each patient and each pathological process as it exists, 
correct those amenable to repair, and to do all in our 
power to rehabilitate the individual to a useful life. 
To be sure, there will be seemingly insurmountable 


J.A.P.M.R.—January-February 1954 


obstacles in our paths, but these only re-emphasize 
the challenge. Let us not forget that it is an art to 
grow old gracefully, It is not an individual art but 
one that also requires development on the part of 
family, the community, the hospital, and the medical 
profession as a whole, with all of its allied specialties. 

Now, just to emphasize a few points, I have re- 
quested (and they have been kind enough to comply 
with my request) three of our gentlemen who are 
presently in the domiciliary to come over here this 
morning so that you all may see them, Each one 
emphasizes a little different problem. They all can be 
classified under the general category of a geriatric 
type of patient. I will give you a brief history of these 
patients and show you how we have in one case, I 
believe, practiced a preventive type of surgery and, 
in the other two cases, I believe we have rehabilitated 
these individuals, Not that they are going to be able 
to go out and work at the Frigidaire plant 8 hours 
a day and 2 extra shifts on Saturday and Sunday, 
but they are able to enjoy their lives; they are not 
bed patients; and they are more progressive members 
of our domiciliary community, 

The first patient I would like to present, just 
briefly, is a gentleman on whom we performed a type 
of preventive treatment. This man is 65 years old. 
He had difficulties with his heart and lungs, etc., 
and he also had a small tumor in his stomach, which 
was enlarging. Fifteen months ago we were able to 
remove the tumor and a portion of the stomach. His 
uneventful postoperative course was entirely without 
complications, and he is now in the domiciliary. He 
is relatively or practically asymptomatic, despite some 
of the other degenerative diseases from which he 
might be suffering, but they are not particularly 
bothersome. You see him here today. We’re rather 
proud of the results: in a case that might have ended 
in a fatality, health has been restored to an individual 
who, I believe, will enjoy the remaining years of 
his life. (Mr. Burney, would you mind standing up 
so that they can see you?) His incision has healed 
perfectly and is in good condition, (Thank you very 
much.) 

Now the next man is Mr. Werkowitz, who is 76 
years old, He was admitted to this hospital in August 
of 1951 complaining of severe intermittent claudica- 
tion in the right leg, the pain being of such severity 
that he was rendered bedfast. He could get up in a 
wheelchair only to go to the bathroom, Examination 
revealed a cherry red discoloration of the right foot, 
with evidence of marked peripheral vascular insuf- 
ficiency and early pre-gangrenous changes in the toes. 
On August 23, 1951 a right lumbar sympathectomy 
was performed. With this operation this patient has 
experienced, we migh say, complete relief from his 
claudication. Discoloration of the foot is clear. The 








patient is able to walk about and care for his own 
needs without assistance. He has been taken from 
his wheelchair and bed; he gets to his meals; and he 
walks around with only the help of the cane, which 
I wonder if he needs. Anyway, to elaborate a little 
bit, on the 17th day of July, 1953, Mr. Werkowitz 
developed a small hernia at the site of his operative 
area in his right flank. Now we didn’t adopt the 
opinion that Mr. Werkowitz was too old for opera- 
tion, but rather we operated on Mr. Werkowitz. We 
repaired his hernia since it was troublesome. It was 
enlarging and I believe in a few years it would have 
gotten to such size that he might have been back in 
the bed and the wheelchair. We repaired his hernia; 
his postoperative course was uneventful and he is 
now enjoying himself. (Thank you, Mr. Werkowitz.) 

The next person is Mr. Ammon, (Mr. Ammon, 
would you mind standing up?) This patient was 
transferred to this hospital from Fort Thomas V. A. 
in November, 1951. He was bedfast at this time be- 
cause of severe stasis ulceration of both lower ex- 





tremities, He had had these ulcers for a number of 
years, They had been progressive and never were com- 
pletely healed. This patient offered some difficulty 
in treatment as a bed patient. After admission to the 
hospital, we treated him with antibiotics and wet 
dressings to both lower extremities. The right leg 
responded satisfactorily to conservative treatment, but 
the ulcers of the left leg did not respond satisfactorily, 
and on January 3, 1952 we excised the skin from the 
knee to the ankle on the left leg and replaced it with 
fresh skin taken from elsewhere on the body. Post- 
operatively the skin grafted area healed satisfactorily, 
after two subsequent grafting episodes for very small 
superficial ulcers of the right leg. Patient was treated 
for a period of 167 hospital days in order to effect 
his ambulation. Since that time he has been regularly 
dressed for very tiny break-downs over the grafted 
area in domiciliary, but he has been rendered now 
an ambulatory patient. He has left his bed, he gets 
along very well, and I believe he is relatively asympto- 
matic. 
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Corrective Therapists have often expressed the need for closer 
contacts with their apparent counterparts in Great Britain, the 
Remedial Gymnasts. In many ways the growth and development 
of these two ancillary therapies have closely paralled each 
other. As in our own country, there are still many controversal 
problems that the Remedial Gymnast must reconcile. Problems 
which have to do with education, training, medical recognition, 
qualification and the over-lapping of professional services. 

“Remedial Gymnastics is the treatment of injury and disease 
by movement; it includes all forms of physical exercises, games, 
and recreational activities. The remedial gymnast treats patients 
individually, in classes or groups, and works in the hospital 
wards or gymnasium. He is trained to give treatment at any 
stage in the process of physical rehabilitation”. (1) 

During World War II manpower demands of both the Armed 
Services and Industry made it necessary to mobilize wounded 
or injured men much more quickly and efficiently. Since there 
were not a sufficient number of physiotherapists to meet the 
need, physical training (education) instructors were drawn from 
the Armed Services into hospital work. They were employed 
primarily in giving treatment through group exercises and 
games adapted to remedial exercises. 

After the war, the Ministry of Health added a department 
of Rehabilitation and appointed Brigadier Wand-Tetly and Dr. 
Harold Balme as administrators of this new department. 
At their insistence, the Ministry of Health, in 1946, set-up 
a school for Remedial Gymnasts at Pinderfields General Hos- 
pital, Wakefield, Yorkshire. This school offered the opportunity 
to selected physical training instructors from the services to 
qualify for civilian hospital work. The Ministry of Labour 
also added its support by providing money grants for those 
ex-service men who wanted to take advantage of this training 
situation. The course, originally set-up for six months duration, 
has recently been extended to nine months. 

The “School of Remedial Gymnastics and Recreational Ther- 
apy” in Wakefield accepts from thirty to forty students a year. 
Enrollment is open to fully qualified (ex-regular) physical 
training instructors from the Royal Navy, Army and the Royal 
* Fulbright Scholar in Rehabilitation. 

1. Reports of the Committees on Medical Auxiliaries (par. 395) , 

April, 1951, H. M. Stationery Office. 
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Air Force and to physical education teachers who hold a degree 
from an approved training college of physical education. At the 
present time, training at Pindersfield is restricted to men. Ap- 
plicants are screened by a selection board before being accepted 
as students. 

The course material which is included in the nine months 
training period is as follows: 

Part I 

(a) Anatomy; (b) Physiology; (c) Basic Pathology; (d) 
Clinical Conditions which may be treated by Exercise Therapy; 
(e) Methods of Fixation and Support, Nursing Procedures; (f) 
“Psychology” (Approach to handling of the patient); (g) Med- 
ical Rehabilitation (organization and administration) . 

Part I[— (Exercise Therapy Treatment) 

(1) Specific Exercises; (2) Recreational Therapy; (3) Body 
Mechanics; (4) Hospital Etiquette. 

A post registration course is also included which covers 
psychiatric conditions and their therapeutic implications. 

The course material is based on what the Remedial Gymnast 
“needs to know” in order to carry out his duties. 

Written and practical examinations are held at the end of 
each course. The examinations are conducted by an Examining 
Board appointed jointly by the Society of Remedial Gymnasts 
and the Board of Governors of the training school. Successful 
candidates are eligible for membership in the Society of Reme- 
dial Gymnasts. Remedial Gymnasts trained in this way are 
recognized as being suitably qualified for appointments in Hos- 
pitals, Clinics, and Rehabilitation Centers in the National 
Health Service. 

At the present time, there are approximately 250 active 
Remedial Gymnasts in Great Britain. Over 90% of these men 
are working for the National Health Service in hospitals. The 
remainder are employed in Miner’s Welfare Centers or in 
Industrial Rehabilitation Units organized by the Ministry of 
Labour. 

The Remedial Gymnasts are still struggling for recognition 
from the British Medical Association and other professional 
medical societies. However, they have the strong support of the 
Ministry of Health through its control over the National Health 
Service. Even more so they have the endorsement of thousands 
of injured or disabled persons who have benefited from their 
treatment program. 
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FUNCTIONAL AMBULATION FOR PATIENTS 
WITH ORTHOPEDIC HANDICAPS* 


LESLIE BLAU, M.D.** 


A program to correct the abnormalities of gait, or 
to enable one to walk with orthopedic disabilities can 
be intelligently prescribed and the treatments effec- 
tively realized only if all concerned in this under- 
taking have a knowledge of the fundamental anato- 
mical and mechanical principles underlying normal 
locomotion. 

The purpose of this paper is to review the me- 
chanics of normal and abnormal gait and to describe 
the principal pathological variations that we may 
encounter in patients suffering from diseases and 
injuries that involve the neuro-muscular and skeletal 
systems. 

The greater the number of factors that are lacking 
for normal gait, the greater the reviation of the gait 
pattern from normal, This, of course, implies that 
when the patient possesses only a few of the funda- 
mental elements for normal locomotion, the most 
important of which are adequate muscle strength, 
free range of joint motion, and proprioception, one 
cannot strive for perfection of gait. Frequently one 
must satisfy oneself with any kind of ambulation, 
even though it may be laborious, awkward and as a 
result abnormally energy consuming. 

The details of the mechanics of normal gait may 
be found in many monographs written on this sub- 
ject and also in standard textbooks of orthopedic 
surgery and physical medicine. The essential features 
of the underlying principles of normal gait are as 
follows: The body is balanced as long as the center 
of gravity falls directly over the supporting base. 
When the body moves and the line drawn from the 
center of gravity falls outside the supporting base, it 
is no longer opposed by equal and opposite counter- 
forces and the equilibrium is lost. In an articulated 
body as ours, the problems are multiplied by the 
fact that in addition to the main gravitational line 
of the body, all gravitational lines drawn from centers 
of gravity of each limb must fall within the base 
of support, This is especially true at weight-bearing 
points of contact, such as, the heel and ball contact- 
ing the floor, ankles, knees, hips, lumbo-sacral junc- 
tion, intervertebral and atlanto-occipital articulations. 
The results is that equilibrium is possible only by 


* Read at the Seventh Annual Conference of the Association 
for Physical and Mental Rehabilitation, Washington, D. C., 
July 23, 1953. 

** Chief, Physical Medicine and Rehabilitation Service of the 
the Veterans Administration Hospital, Buffalo, New York and 
Associate Professor, Physical Medicine and Rehabilitation 
University of Buffalo School of Medicine. 
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muscle forces holding in check the rotational forces 
(1). 

The alternating bipedalism of the normal human 
is realized by the alternating phases of swing and 
support, or more dynamically speaking, the alternat- 
ing propulsion and restraint of the lower extremities. 
From the moment the heel, after the forward swing, 
touches the ground until it comes to lie vertically 
under the head of the femur, the limb acts as 
restraint and when the head of the femur comes to 
lie in front of the heel, the propulsion, or in other 
words, the forward pushing action of the standing leg 
comes into effect. During this alternating action of 
restraint and propulsion of one leg, the so called 
deploy, a rocking motion of the foot takes place while 
the entire limb changes from flexion to extension at 
the various points. The shortening is necessary to be 
able to clear the floor without stubbing the toes while 
elongation occurs as a necessary consequence of the 
extensor action required for the second phase of 
support which is propulsion, While this chain of 
events takes place on one leg, the other one swings 
and when it touches the floor there is a transitional 
phase of double support which is shorter the faster 
one walks. During the support and swing of the 
lower extremities, the body oscillates vertically and 
horizontally, accompanied by a torsion of the spine. 
The latter is the result of opposite rotations of the 
pelvic and shoulder girdles (2). These additional 
bodily movements help progression and give poise to 
the gait. 

The pathological variations in the gait are many. 
Each is caused by the deficiency of one or more of 
the fundamental elements which make up the gait. 
These deficiencies are caused by pain, short leg, joint 
abnormalities, such as, contractures, ankylosis or static 
disalignment, primary muscular deficiency and am- 
putation (3). Analyzing the various gait patterns that 
may result from these deficiencies one can readily 
see that there is overlapping. For example, contrac- 
ture of the hip or knee will result in shortening of 
the limb. Nevertheless, each of these deficiencies will 
cause a basic peculiarity of gait, creating the principal 
gait abnormalities as follows: 

1. Weight bearing intolerance dut to pain. The 
period of support on the affected leg is shortened 
for quick relief of pain and there is little or no 
deploy of the foot, This results in slow rhythm, 
forceful weight bearing on the unaffected side 
and asymmetrical horizontal pelvic oscillations. 
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Figure 1—Surgical fusion, right ankle, showing internal 


rotation of hip joint before taking step. 


2. Short leg. It causes a “dip” as it touches the 
§ } 


ground, unless the length of the shorter leg is 
compensated by an equinus position of the foot. 
The abnormal drop of the pelvis will cause a 
greater oscillation of the shoulder to the opposite 
side. The muscle strength being unimpaired and 
joint range unrestricted, this gait is usually with- 
out significant expenditure of energy. 

Joint restriction caused by contracture, ankylosis 
and static disalignment. 

Contracture of the hip up to 20-25° will be com- 
pensated for by increased lordosis of the lumbar 
spine. In addition to the short leg dip of the 
pelvis, there will be forward lunge in the stand- 
ing phase and a backward thrust in the swinging 
phase, the lumbar spine changing constantly 
from kyphosis to lordosis (3) . 

Contracture of the knee will allow normal swing 
but will interfere with propulsion which, how- 
ever, can be partially compensated for by the 
gastrocnemius soleus muscle group with a more 





Figure 2—Same patient, showing the same abnormality in 


gait, using short leg brace, without ankle joint 
to safeguard the fusion awaiting solid healing. 


forceful equinus thrust. Hip ankylosis in exten- 
sion forces the patient to pivot his body for 
propulsion. When the knee is fixed in extension, 
the hip is lifted higher or the limb is circum- 
ducted durng the swing phase. Ankylosis of the 
ankle in plantar flexion will cause a relative 
lengthening of the limb with difficulty to clear 
the floor. Ankylosis in dorsi-flexion will destroy 
the deploy of the foot. Surgical ankylosis which 
ordinarily stabilizes the ankle in neutral posi- 
tion, frequently causes inward rotation at the 
hip to improve the takeoff on the first toe. 
Figures 1 and 2 show this peculiar gait pattern 
in a patient who has recently been subjected to 
such a surgical procedure. It can be corrected 
by training. 

The most frequent static disalignments that 
cause abnormal gait are congenital dislocation of 
the hip and coxa-vara. One finds relative in- 


sufficiency of the gluteal muscles due to de- 
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creased distance between origin and _ insertion 
caused by a decrease of the femoral angle. The 
gait is a waddle in both. 

4. Paralytic gait. In orthopedic disabilities, this 
type of gait concerns primarily three groups of 
muscles, namely, the gluteals, quadriceps and 
triceps surae. Paralysis of the gluteus maximus 
causes lurching of the body backward to prevent 
jack-knifing by the line of gravity passing be- 
hind the joint. The trunk is held actively by the 
flexor muscles of the hip and passively by the 
ilio-femoral ligament, Paralysis of the gluteus 
medius would result in a drop of the pelvis on 
the sound side during weight bearing on the 
affected side. This in turn makes it necessary 
to tilt the body to the affected side for the 
swinging side of the pelvis to become elevated. 
If the defect is bilateral, the symmetrical waddle 
gait appears, This is illustrated in case of con- 
genital dislocation. In quadricep paralysis, ex- 
tension of the knee is realized by the gluteus 
maximus and gastrocnemius muscles aided also 
by gravity. When the gastrocnemius soleus is 
paralyzed the patient has no deploy of the foot 
during support and extension of the knee can 
no longer be aided from this end. When the 
quadriceps is also paralyzed, the body is more 
inclined forward in an attempt to keep the knee 
in extension. 

5. The prosthetic gait. A below the knee amputee 
with a normal stump and well fitting prosthesis 
will have little disturbance of gait. Ambulation 
on rough terrain may cause difficulty due to 
lack of supination and pronation at the ankle. 
The above the knee amputee with a normally 
functioning stump and well fitting prosthesis 
may experience a feeling of instability at the 
knee during the restraining phase of support by 
the line of gravity falling behind it. Thus, he 
may shorten the step of the prosthesis bearing 
leg. Some say (4) that the amputee will lengthen 
the stride with the prosthesis because it is com- 
pletely extended in the forward walking posit- 
ion, whereas, the normal knee is slightly flexed. 
All in all, the amputee must be taught equal 
rhythm, and length of step, feet to be placed 
close together and close to the ground. III fitting 


prosthesis and painful stump with contracture 
may mimic most all of the gait variations dis- 
cussed throughout this paper, and the laws or 
normal and abnormal gait mechanics, that have 
been described, are applicable to the amputee. 
In addition, there is lack of proprioception with 
resultant fear from falling and sense of un- 
balance. To overcome this feeling, the amputee 
will have a tendency to walk with his feet apart. 
This will have to be corrected by training. 
DISCUSSION 
On a superficial analysis, a practitioner of medicine 
may be bewildered by the seemingly endless variety 
of gait abnormalities he may encounter in treating 
orthopedic disabilities, However, a closer scrutinity 
of these problems reveals that there is a system in 
these variations, Gait problems of such widely dif- 
ferent entities as fractures, arthritis, amputation, or 
paralysis of certain muscle groups may bring about 
similar mechanical deficiencies in the gait and the 
correctional measures can be undertaken following 
the same principles. As an illustration, a patient with 
flexion contracture of the knee will display the same 
variation of gait mechanics being faced with the 
same problems of management regardless of the cause. 
Another example is the amputee with an ill-fitting 
prosthesis bucket slipping up and down or a patient 
with plantar flexion contracture at the ankle. Both 
will have to lift the leg higher in the knee to over- 
come the relative lengthening of the limb. 
Knowing the mechanics of normal gait and the 
pathological variations caused by the deficiency of a 
few fundamental elements, namely, muscle strength 
(and tone), joint range and proprioception, one 
should be able to tackle the problems of correction 
without undue difficulty. 
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“Work hard, listen hard, suspect all abstractions, develop a talent for detecting 
falsehood and a love for knowing and speaking the truth.” 


(From "This | Believe'’, Edward R. Murrow, quoting Dr. Harold Taylor, President of Sarah Lawrence College.) 








J.A.P.M.R.—January-February 1954 








WEIGHT LIFTING 


PETER V. KARPOVICH, M.D.* 


Probably few physical activities have been praised 
and damned as much as weight lifting. It has been 
said that this sport is responsible for many serious 
bodily injuries, including those to the heart. It has 
been said that weight lifting makes participants 
“muscle bound” and reduces their proficiency in 
other physical activities. It has been said that weight 
lifters are egocentric exhibitionists, with homosexual 
tendencies, When, however, one starts searching scien- 
tific literature for a basis for all these accusations, 
one will soon discover that the evidence is either 
lacking or inconclusive. 

As to injuries; Rudd! investigated the problem of 
injuries among weight lifters in the Boston area and 
found that neither orthopedic surgeons nor cardiolo- 
gists had any material, in their files, pointing to the 
harmfulness of this sport. Karpovich? collected in- 
formation on 31,702 weight lifters, and found that 
they were much healthier than the average popula 
tion, Just to cite two illustrations: A selective service 
examination® had revealed that there were 64.4 cases 
of hernia and 30.6 cases of hemorrhoids per one 
thousand men, The weight lifters in Karpovich’s 
study had only 1.6 cases of hernia and 6 cases of 
hemorrhoids per ten thousand men. Furthermore, no 
cases of injured heart were observed or reported in 
this very large group. 

As to the muscle-boundness of weight lifters, one 
should probably differentiate between fat, strong men 
and lean, well trained men. Men like Davis and 
Grimek had, still have, amazingly supple joints, Tests* 
conducted on 300 weight lifters, of the champion 
class, showed that they could perform rotary move- 
ments with their arms faster than non-weight lifters. 
Chui® and Capen ® demonstrated experimentally that 
training in weight lifting caused an improvement in 
scores obtained not only in tests of strength and en- 
durance but also of speed. 

The accusation that weight lifters are egocentric 
and exhibitionistic is undoubtedly true. This, how- 
ever, should be expected. A weight lifter has to con- 
centrate on himself in order to obtain the desired 
improvement in his physique. And he is proud to 
exhibit his attainment. One cannot deny that a well 
developed, muscular body is beautiful and has in- 
spired many wonderful sculptures. 

What about overdeveloped muscles? It is true 
that there is no particular need for them, but on the 
other hand, there is no particular harm in having 
them. We do not criticize a man who wants to run 


20 


a mile in four minutes, or to pole vault sixteen feet. 

Most of us commend these attempts, although some 

put them in the same class as oversized muscles and 

call them all follies. 

Now about homosexual tendencies among weight 
lifters: A study was conducted on twenty weight 
lifters, sixteen of whom belonged to one club’, It was 
reported that these men differed from non-weight 
lifters by evidencing a greater feeling of masculine 
inadequacy and showing greater concern over becom- 
ing more masculine, by hating their mothers more, 
and by having more homosexual impulses, It should 
be added here that one of the criteria of homosexual- 
ity evidently accepted by the investigator was “a 
search for as much maleness as possible.” Is this a 
true criterion? 

Those of us who have worked with groups of one 
sex are aware of the fact that not only potential but 
active homosexualists may be found there, \ great 
injustice will be done, however, if conclusions derived 
from an investigation of a small group are extended 
to many thousands of men engaged in weight lifting. 
For every male who may be looking to weight lifting 
as a means of escaping fgrom his sexual inadequacy 
by developing his physique, there must be many 
thousands who take part in this activity just for the 
fun of becoming physically stronger persons. 
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MICHAEL M. DACSO, “Clinical Problems of Geriatric Re- 
habilitation.” Geriatrics, 8:179-185, April, 1953. 

Medical and surgical correction alone is inadequate to lead 
victims of disabling diseases back to a normal, self-sufficinet 
life. Mental, social and vocational problems are becoming the 
concern of the physician. 

Slightly more than one million people in the U. S. suffer 
from hemiplegia. It is essential that rehabilitation be started 
as early as possible. Predominance of flexor tone may produce 
flexion deformities which eventually lead to subluxation or 
even luxation. Early introduction of suitable exercises and 
muscle strengthing is indicated. The unafflicted side should 
receive just as much attention as the afflicted side. A disturb- 
ance in the body image (a person’s picture of his own body 
in his own mind) is an unfavorable prognostic sign. In a small 
group of hemiplegics instability of the shoulder and hip joints 
is prominent. In such cases special exercises to improve the 
strength and tone of the afflicted muscles are indicated. 

In osteoarthritis it is of great importance to correct the 
disturbed body mechanism. Surgical correction rarely brings 
good results, as an operation changes the entire body mechan- 
ism, particularly the static condition of the lower spine and 
pelvis. Every effort must be made to restore the functional 
integrity of the joints and muscles. 

Approximately 80% of all hip fractures occur in the 60-plus 
age group and of these about 80-85% are women. In cases of 
firm pinning, with no surgical contraindication, we introduce 
graded, limited weight bearing exercises as early as three weeks 
postoperatively. If ischial weight bearing braces are not used, a 
special limited weight bearing gait is taught. Preceding this, 
in the first three weeks active, passive and resistive exercises 
are practiced to maintain the function of the unafflicted peri- 
pheral joints and muscles. With patients who do not develop a 
bony union, we start with standing, balancing and walking in 
parallel bars. After some improvement has been achieved, pati- 
ents are allowed to go through the same routine outside of 
parallel bars with the aid of crutches. After varying lengths 
of time most of these patients can discard the crutches and 
use canes. At this phase of training we use Peszizynzki’s inter- 
mittent, double step, gait pattern. 

With elderly amputees general conditioning exercises have 
to be instituted long before artificial limbs are provided. 

PJR 





ALADAR FARKAS, “Rehabilitation in Malum Coxae Senilis,” 
Geriatrics, 8:204-214, April, 1953. 

The surgical approach to the problem of malum coxae senilis 
could hardly fulfill the hopes pinned on it. The worst looking 
osteoarthritic joint is superior to its smoothes looking substi- 
tution. The deformity consists mainly of subluxation with the 
greater trochanter riding high and with contracture. Limping 
follows the sublaxation since the gluteus medium becomes 
unable to achieve proper elevation of the pelvis and the con- 
tracture prevents true elevation of the swinging side of the 
pelvis. 

An elastic, laceable brace was constructed to support the 
pelvis and thigh, strengthened by a strong elastic strap inserted 
on the back of the appliance to assist the muscles in their 
extension efforts. A flexor strap supports the ileopsoas, whose 
spasm and weakness is frequently one of the main sources of 
pain and disability. Disappearance of the lumbar curve with 
formation of lumbar kyphosis is regarded as one of the chief 
factors leading to sciatica and allied conditions. To restore the 
lumbar curve the foot of the bed was elevated about 4 inches. 
In this position the spine is situated below the hip, gradually 
forcing the joint into extension, which relieves the flexion con- 
tracture. Daily exercise consisting of ieg raising in both prone 
and supine positions with the knees straight, and abduction- 
adduction or internal and external rotation, two or three times 
daily restors as much mobility as is compatible with the sub- 
luxated joint. Arch supports and built-up shoes complement 
the treatment to alleviate weight-bearing. They are indispens- 
able because the entire system of the lower extremity has to 
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be looked upon as a functional unity requiring utmost con- 
sideration. 

Synovial fluid is not a steady stream. Lubrication of a joint 
probably is accelerated chiefly by muscular activity. Without 
extensive joint function, preferably of the active variety, both 
the lubrication and the nutrition of the joint becomes deficient. 
During weight bearing joint space completely disappears; there 
is not even a slit conceivable through which frictionless gliding 
could take place. The joint during function is not a geometri- 
cal space; Fisk remarks that “we must look upon the joint 
simply as a biochemical interruption in the skeleton.” What 
this involves has to be established through further research. 

During locomotion active elevation of the pelvis above the 
horizontal becomes difficult even in healthy individuals from 
their late fifties on. In consequence bending stresses emerge 
at the hip, perhaps paving the way for the intrascapsular frac- 
true of the femoral neck. Formerly, the hip was subjected to 
compression forces almost exclusively. With increasing age the 
head of the femur becomes more and more deeply inserted in 
the socket. It appears probable that these factors play an im- 
portant role in the development of malum coxae senilis. 

PJR 


MURRAY B. FERDERBER, ALFRED C. KRAFT, and 
GERALD P. HAMMILL, “Physical Restoration of the 
Chronically Il and Aged,” Geriatrics, 8:186-197, April, 1953. 


Personnel of the Allegheny County Institution District recog- 
nized the need for a dynamic and effective program directed 
toward the convalescence of patients who have survived acute 
diseases or who have developed excessive invalidism as a result 
of chronic illness. A gymnasium and therapy rooms were in- 
stalled. Of 608 patients participating, approximately 80°; 
showed some objective measure of improvement. Many were 
unable to become self-supporting, but once a disabled patient 
is retrained to care for his basic needs, his family is usually 
willing to welcome him home. No patient expired or regressed 
as a result of activation. 

Of prime importance is the necessity to judge clinically the 
earliest possible time for activity. Only a few disorders preclude 
physical reconditioning while bed ridden. When the individual 
can tolerate sitting in a chair, he is taken to the clinic twice 
daily. 

The usual history of amputees is that the patient never 
learned to use his artificial limb properly and eventually re- 
gressed to dependency upon crutches or a wheelchair. The 
physician must assume the responsibility for gait training. 
Whether the amputation is new or old, the patient is given 
physical reconditioning. 

It is not inferred that restorative techniques are a cure for 
the arthritic, but this therapy is a useful adjunct to all present- 
ly-recognized treatments. The degree of invalidism is greatly 
increased by psychosomatic influence, general bodily deteriora- 
tion, and loss of muscle power and mass action. Procedure was 
aimed at the relief of these factors. 

With cerebral vascular patients, all joints are gently taken 
through their full functional range each day. No further break- 
downs were experienced as a result of therapy. Above all these 
patients need at least a spark of courage. The success of re- 
habilitation was determined by the ratio at which the patient 
acquired personal responsibility. People in all walks of life 
subject themselves to physical danger many times during the 
average day; rehabilitation, although it may present some degree 
of danger even under controled conditions, has the distinct 
possibility of rendering the individual much more useful to 
himself and society. Following admission of a hemiplegic to 
the hospital, physical restoration begins immediately after 
evaluation by the staff physician. 

PJR 
MARJORY W. WARREN, “Retraining the Elderly Hemiplegic,” 
Geriatrics, 8:198-203, April, 1953. 

Hemiplegic patients present difficult and heavy nursing cases, 
but continue to live on for many years. It is more commonly 
found in the upper age group. As soon as the patient is seen 
he should be assured he will have full continued treatment. 
His morale should be built up and he should be encouraged 
in every possible way. 

The position of the limbs must be observed to avoid de- 
formities. Movements of all joints, especially of the shoulder, 
must be undertaken actively or passively to avoid contractures 
and stiffness. A patient should never have anything done for 
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him in the way of self care that he can do for himself. The 
patient should never be touched or handled unless it is absolute- 
ly necessary. They must learn to use rails, crutches, poles and 
multi-legged sticks and not to lean on people. Patients should 
be encouraged to move their limbs as soon as power returns. 
Trunk excersises may be aided by use of a rope pulley attached 
to the bed end. As soon as the patient is fit to increase his 
exercise he should dress and lie on the outside of the bed. 
At this stage an overhead beam or a Guthrie-Smith frame with 
slings and springs may prove useful. The patient must now 
learn to stand unaided from a sitting position. If he cannot 
learn to do this, he cannot learn to walk. When he can stand 
he learns to walk by holding on to the rail at the foot of the 
bed. From the rail he should be weaned to the use of a three- 
legged stick and later an ordinary stick. 
PJR 

LEO BERNER and ARTHUR TAUBER, “Physical Education 

in Medical practice,” Journal of The American Association 

for Health, Physical Education and Recreation, 24:9, Nov., 

1953. 

This interesting and informative article, presents a very 
comprehensive orientation of the work and objectives of the 
Corrective Therapist. 

It depicts the role of the physical educator in the recondition- 


ing program as carried out in the Veterans Administration 
Hospitals. 

The Remedial Gymnasts in England have also been recruited 
from the ranks of the physical educator and are offering 
graduate courses in exercise therapy similar to those now being 
developed in our own Universities and Colleges. 

The application of active exercise to individuals and groups, 
is rapidly becoming recognized by the medical profession as an 
effective therpeutic and socializing media in restorative med- 
icine. 





ROBERT S. SCHWAB and THOMAS DE LORME, “Psychia- 
tric Findings in Fatigue,” The American Journal of Psy- 
chiatry, 109:621-625, February, 1953. 

“Fatigue” includes both muscular impairment and the sub- 
jective awareness of tiredness. The two are very different. Mus- 
cular impairment with abnormal fatigue curves will be found 
in the neurological diseases of the muscles, nerves and brain. 
{t will not be found in normal, healthy people and probably 
not in nervous people who complain of fatigue. The feeling of 
tiredness in such people is due to emotional and situational 
problems connected with their lives and stresses therein. The 
location of this fatigue is in the brain. The prescribing of mus- 
cular rest with the idea that the muscles are at fault is a waste 
of time. 

(Continued on Page 26) PJR 





Faditorials 


GERIATRIC REHABILITATION: THE 
CONTRIBUTION OF CORRECTIVE THERAPY 


Our goal should not be a thoughtless acceptance of 
the defeatist’s point of view. We can expect people to 
grow old and eventually become totally dependent, 
but we can encourage the acceptance of a point of 
view which enables us to attempt maximum restora- 
tion of physical efficiency and health maintenance 
as both practical and desirable, in all but a small 
percentage of cases. Recent reports of successful 
rehabilitation of many old folk seem to justify such 
a conclusion. 


When we accept this point of view, it is essential 
that the full meaning of the team concept of re- 
habilitation be accepted. The physician, nurse, social 
worker, vocational counselor, psychiatrist and the 
physiatrist with his staff of ancillary therapists, must 
all work in close cooperation, if the restoration of 
the elderly to some form of independence is to result. 


By 1980, from one half to one third of the popula- 
tion will be over 60. It has been estimated that 121 
of every 1000 persons are now suffering from chronic 
disability; one third of this group being totally dis- 
abled. These statistics lead us to ask, “How is the 
working population going to continue to maintain 
this high percentage of convalescence and retirement?” 
This situation poses a major sociological and econo- 
mic problem. One answer may be found in increasing 
the retirement age to 65 or 70. Another, may be to 
abolish any set age limit and base retirement upon 
the capacity of the individual to produce an accept- 
able amount of work accurately performed. 
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Mrs, Oveta Culp Hobby recently reported that 
12,000 people who had been on relief, at a cost of 
$8,500,000 were rehabilitated and put back to work 
at a cost of $6,000,000. Now, these people are support- 
ing themselves and earning $22,000,000. Mrs. Hobby 
says she and the members of her department have 
dedicated themselves to rehabilitating more thousands 
of these people. This statement indicates the concern 
of the Department of Health, Welfare and Education 
on a nationwide basis. What can we do on the com- 
munity level? 

A possible solution is the diverting of some of 
the federal funds now being spent on the overlapping 
welfare programs into the development of adequate 
rehabilitation centers on the local community level. 

It is generally accepted that muscoloskeletal in- 
adequacy and failure present a very common prob- 
lem. Pain, progressive generalized muscular weakness, 
lack of functional efficiency of the other systems of 
the body; limitation of locomotion and joint range, 
all limit the activities of the aged. One of the common 
causes of this musculoskeletal inadequacy is osteo- 
arthritis, frequently called the “wear and tear” arthri- 
tis. Muscular atrophies, poliomyelitis, paraplegia, 
hemiplegia are all contributing to the problem. 

Treatment of musculoskeletal inadequacies is de- 
pendent upon rest, relief of pain, prevention of de- 
formities and wholesome but tolerated activity, That 
part of the rehabilitation program related to rest, 
the prevention of deformities and the reduction of 
pain, is the function of medicine, surgery and nursing 
care. Regaining a feeling of security in the future is 
the contribution of the social worker and psychiatrist 
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or the psychiatric social worker with the help of the 
vocational rehabilitation specialist. It is the Correc- 
tive Therapist who is equipped to provide the exercise 
and activity phase of the program. 

The Corrective Therapist has found the prope 
dosage of active and resistive exercise extremely el- 
fective in strengthening muscles and increasing their 
endurance and coordination. To a large extent this 
is dependent upon the interest of the patient in his 
own improvement as well as the capacity of the thera- 
pist to secure the necessary motivation, 

It has been generally accepted that pain or sore- 
ness resulting from activity which lasts longer than 
one hour after exercise indicates overactivity, and the 
amount and type of activity given must be determined 
by the intelligent use of this criterion. The Corrective 
Therapist offers not only physical activity for physi- 
ological benefits, but he also teaches the “home folks” 
who will be responsible for the patient’s care, how to 
assist the patient in retaining the independence he 
has acquired during his rehabilitation. 

The self care activities performed by the Corrective 
Therapist are of an intimate personal nature. These 
elderly folk do not want to place any unnecessary 
burdens on the “home folks” and become very grate- 
ful when shown the way to overcome their handicap 
and perform the activities of daily living without 
help. 

The contribution of the Corrective Therapist to 
geriatric rehabilitation is now in a state of successful 
experimentation, Many geriatric programs are in 
operation in hospitals with domiciliary facilities, Much 
study is being given to the problem, but the awaken- 
ing of each community to its responsibility for pro- 
viding facilities by establishing community rehabilita- 
tion centers is a problem far from being solved on 
the community level. 


THE CERTIFICATION OF 
CORRECTIVE THERAPISTS 


The Association for Physical and Mental Re- 
habilitation has taken a forward and progressive step 
toward raising the professional standards of the 
corrective therapist by adopting the plan for certifica- 
tion presented before the Representative Assembly of 
the organization at the Washington convention in 
July, 1953. The association, which has been striving 
for recognition and supervision from higher authority 
for several years, has undertaken this step primarily 
because it believes that some form of regulatory mech- 
anism, such as is commonly embodied by certification 
or registration of qualified personnel, is necessary to 
give the profession the status and dignity which is 


J.A.P.M.R.—January-February 1954 


now accorded to but a few groups in the ancillary 
medical services. 

Since World War II, Corrective Therapy as an 
integral part of the rehabilitation process has won 
wide acceptance in its broad application to the treat- 
ment needs of the physically disabled and mentally 
ill. There has been a concomitant increase in the 
number of corrective therapists employed in govern- 
ment and other public institutions, private hospitals, 
and rehabilitation clinics. 

As corrective therapy has expanded and grown, 
numerous colleges and universities offering the major 
in Health and Physical Education have added special 
courses in correctives and in physical education for 
the handicapped in an effort to adequately prepare 
the student for work in the area of corrective therapy. 
Some of these courses have been offered completely 
on the undergraduate level; some exclusively on the 
graduate level while others represent more or less of 
a compromise between the two schools of thought. 
The association has made no attempt to resolve these 
differences of opinion in its plan for certification. 
Instead, it has offered a core curriculum and definite 
training requisites which it considers essential for 
adequate preparation for entry into the corrective 
therapy profession. There has been no stipulation re- 
garding the college level at which these courses are 
to be offered nor are college degrees above the Bach- 
elor‘s level a requirement for certification. However, 
it is hoped that those colleges and universities inter- 
ested in preparing young men and women for the 
corrective therapy field become cognizant of the certi- 
fication requirements of the association and use these 
standards as guides in order that their students may 
be certified immediately after matriculation. 


In order that persons already in the field of correc- 
tive therapy be allowed an opportunity to certify, 
the association has granted a waiver of certain of its 
eligibility requirements for a stipulated period of 
time. Members who have not received information 
relative to this clause and who have not received 
official application blanks should contact the secre- 
tary of the board, Mr. Thomas J. Fleming, Box 178, 
Montrose, N, Y. as soon as possible. 


The association has been most fortunate in secur- 
ing the services of several outstanding authorities in 
the fields of medicine and related professions to sit 
on its certification board. However, the organization 
is not attempting to arrogate responsibility for the 
certification of corrective therapists and it continues 
to hold to its premise that established medical author- 
ity should rightfully administer the education and 


training of all persons in the medical rehabilitation 
field. 
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(Editor’s Note: This page will be devoted to keeping our read- 
ers informed on contemporary research in allied fields of re- 
habilitation, and to stimulating research in Corrective Therapy. 
As indicated in the report of the RESEARCH COMMITTEE, 
(7:185, Sept. '53) clinical research will be used extensively. 
There is much of this type being carried on. It should be re- 
ported, no matter what the status of the findings. Publication of 
the progress of your study will take precedence over the report- 
ing of contemporary research in other fields. Send your report 
in a fifty (50) word statement to: SAM BURCHART, C.T. Sec- 
tion, McGuire V. A. Hospital, Richmond, Va., in time for him to 
edit it, so that dead lines of the 15th of February; April; June; 
August; October and December will be met, to keep this column 
up to date, informative and professionally stimulating.) 


RESEARCH is part of the Corrective Therapist’s 
responsibility. It is realized that some individuals 
seem to be more “research-minded” than others, The 
OTHERS, however, may have more research potential 
than they realize, which for one reason or another 
has not been stimulated or developed. 

It is the purpose of this article to present a hypo- 
thetical conversation between an inquiring corrective 
therapist and a research counselor*, discussing some 
of the aspects to be considered in planning a research 
project. 


PART I-INTRODUCTION 
AND ORIENTATION 

Q. How can I contribute to the advancement and 
Professional standing of corrective therapy? 

A. By organizing clinical experiences into useable 
data and utilizing these data for further refine- 
ment of the work. 

Q. I realize this information should be compiled 
and presented and organized in written form. 
However, I am in somewhat of a quandary as 
to the best way to present this material, Have 
you any suggestions? 

A. Yes, I have some suggestions and I am sure that 
the organization of clinical experiences would 
prove a valuable source of information. There 
are several methods that can be used. 

Q. Would you give me an outline of some of these 
methods? 

A. Either one of two general methods is usually 
employed in most research, One method is to 
formulate a question and predict an answer to 
it, and then set up an experimental situation 
which will indicate whether your predicted 
answer was correct or not. (This is the method 
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of setting up a hypothesis and testing it.) The 
other method is to collect the data in an ex- 
perimental situation without any pre-conceived 
‘hunches” as to the outcome, and then analyze 
the data thoroughly with a view to highlighting 
any trends which may, on further investigation, 
prove to be of significance. (This may be called 
the impirical method.) 

Q. What kind of statistics do I need to go with 
this work? 

A. This varies with the nature of the study, and 
can range from very simple to very complex 
statistical procedures. 

Q. Can you give me a brief idea of the nature of 
statistical procedures? 

A. In a broad way, statistics involve a quantitative 

treatment of the things under observation which 
will make an interpretation of the meaning 
easier and more objective. Statistical procedures 
may assume two main phases; first we may 
classify or put into categories the various obser- 
vations made; second, we may attempt to derive 
some meaning and significance from the cate- 
gories or classifications, All too frequently, re- 
search workers stop at the first phase, and the 
danger in this is that we may either overstep 
our bounds in what we can rightfully assert 
about the results, or conversely we may be too 
conservative and fail to detect some significant 
relationships that actually lie buried in our 
numerical scores. 
By converting our observations to quantitative 
measures, it is easier for other workers to re- 
produce or repeat our experimental studies, In 
this way increased knowledge can be more 
readily spread to others who share our interests 
in a particular field of endeavor. 

PART II—“METHODS OF STATING THE 
PROBLEM AND DESIGNING THE EXPERI- 
MENT” and PART III—“METHODS OF PRO- 
CEDURE, and ANALYZING, PRESENTING AND 
EVALUATING THE DATA” will appear in sub- 
sequent issues of this Journal. 





CORRECTIVE THERAPY IN THE 
SURGICAL KNEE 

A report in research on “Corrective Therapy in the 
Surgical Knee”, Thomas S. Robertson, M. D., Chief, 
Orthopedic Service, and John M. Hawk, Chief, Cor- 
rective Therapy, Veterans Administration Center, 
Jackson, Mississippi, appeared in the September- 
October 1952 issue of The Journal of the Association 
for Physical and Mental Rehabilitation. Reference 
is made to the above article which represents a study 
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of 81 knee cases which came to surgery. Research is 
continuing on this subject and will continue until a 
study has been made of 100 or more menisci cases, 
the predominating type, when another report will 
be made. 

It is felt that through these cases exercise tech- 
niques will be improved, length of hospitalization 
lessened, and better end results will be accomplished. 
30 knee cases have come to surgery since the last 
report, making a total of 111 knee studies. 

A breakdown of the 30 cases not yet reported is as 
follows: 

FUNCTIONAL END RESULTS 


Type of Case Good Fair Poor 


Ruptured Menisci 20 14- 70% 5- 25% 1- 5% 
Ligament Repair 1 0- 0% 0- 0% 1-100% 
Fractured Patella 2 1- 50% 1- 50% 0- 0% 


Osteochondroma 3 3-100% 0- 0% 0- 0% 
Chronic Synovitis 2 1- 50% 1- 50% 0- 0% 
Baker’s Cyst 1 1-100% 0- 0% 1- 0% 
Foreign Body 1 0- 0% 1-100% 1- 0% 
Total 30 20-6624 % 8-26%4 % 2-6% % 


DAYS OF HOSPITALIZATION 


7-14 days 15-21 days 22-30 days 


Ruptured Menisci 20 8- 40 % 10-50 % 2-10 % 
Ligament Repair 1 0- 0 &@ OO 0 ® 1-100 &% 
Fractured Patella 3 0- 0 @% 1-50 %@ 1-50 &% 
Osteochondroma 3 1- 338%% 1- 338%% 1- 33%% 
Chronic Synovitis 2 0- 0 %@ OO 0 % 2-100 % 
Baker’s Cyst 1 1-100 % 1- 0 @ O- 0 & 
Foreign Body 1 1-100 % O- 0 ®@ OO 0 & 


CONCLUSION: 

Reference is made to above-mentioned, “Corrective 
Therapy in the Surgical Knee”. The study to date of 
the 20 predominating menisci cases not yet reported 
as to number of hospitalization days in the 7-14 day 
group, is running about the same as previously re- 
ported, There is an increase of patients in the 15-21 
day group, and a marked decrease of patients in the 
22-30 day group. The end results of the 20 menisci 
cases show an increasing number of patients in the 
good category, a decrease of fair results, and the poor 
category is running about the same as previously 
reported, 

We find that out of 64 menisci, 26 have left the 
hospital within 7-14 days for a percentage of 40.6%; 
24 within 15-21 days for a percentage of 37.5%, an in- 
crease of 5.7% in this category; and 14 within 22-30 
days, for a percentage of 21.9%, a decrease of 5.4%, 
which indicates that the percentage of patients dis- 
charged from hospital within 7-14 days remains about 
the same, with more patients beginning to fall into 
the 15-21 day group, and fewer patient hospitalization 
days for the 22-30 day group. 

We find as to end results that 42 patients, or 65.7%, 
had good results, an increase of 2.1% since last report; 
20 patients had fair results, with a percentage of 
31.2%, a decrease of 2.99% in this category; 2 patients, 
poor results, for a 3.1% average, about the same as 
previously reported. 
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A SOCIAL PROGRAM FOR OLDER PEOPLE, by Jerome 
Kaplan, Minneapolis: The University of Minnesota Press, 
1953. 158 pp. $3.00 

RECEPTION FOR THE AGING, by Arthur Williams, New 
York: Association Press, 1953. 192 pp. $3.00. 

In a recent study it was found that the 


j average life span 
from : ' 


1900 to the present time has increased from about 49 
years to 68 years. The American population ratio of those over 
65 years of age has increased from 1 out of 25 persons in 1900 
to an estimated | out of 10 persons by 1980. Almost half of 
the American population is expected to be over 45 years of 
age by 1980. j 

These figures lead us to the question as to what is to be 
done for this tremendously increasing number of American 
citizens. The search for solutions to this problem began gaining 
impetus just prior to World War II. Now, after approximately 
15 years of experimentation, many substantial facts and theories 
have been revealed. 

Jerome Kaplan attempts in his book to provide some of the 
answers to this problem from the Social Group Workers point 
of view. He records data from his experiences in this field 
with the Hennepin County Welfare Board in Minneapolis. 
Mr. Kaplan discusses the role and training of the group worker 
and volunteer in their relationship with the “Senior Citizens.” 
He gives a detailed system for organizing the aged into groups, 
with techniques for increasing individual participation. He also 
reproduces numerous verbatim reports of incidents occurring 
particularly in the Minneapolis area. 

Arthur Williams, of the National Recreation Association, has 
amassed through a national survey “of many agencies and 
individual leaders of old age programs” a comprehensive acti- 
vity handbook for leaders working with the aging. He gives 
practical information, with emphasis on programming, for 
recreational work for the 60 years plus adults in the areas 
of the club, the center, camp, church, rural community, busi- 
ness, industry and labor. This intensive survey has resulted in 
the presentation of dynamic examples of programs being carried 
on throughout the nation. 

Both books are easily read and contain a multitude of in- 
valuable material which should do much to help eliminate 
the hardships of the trial and error method for new organiza- 
tions interested in inaugurating social and recreational programs 
for our aging citizens. 

HJB 





TODAY’S REVOLUTION IN WEATHER, by William J. 
Baxter, New York: International Economic Research Bureau, 
1953. 131 pp. $1.00 (Paper) 

It is Mr. Baxter’s thesis that “the heat zone of the world 
is moving northward at an accelerated rate.” The result will 
be great changes in world economics. Scanty crops will be the 
normal state of affairs in our Southwest, India and China. 
Melting of the polar ice has raised sea and some lake levels, 
with resulting damage from storm and floodings on the coasts, 
but our Southwest, Brazil and Africa are suffering from great 
droughts. In the United States the population will move west 
and north. Western Canada and Manchuria will become the 
favored sections of the world. The population of much of the 
United States will become more nervous, smaller, less energetic 
and less healthy. The fact that this booklet is deliberately 
written in a popular style and lavishly illustrated by Partch’s 
humorous cartoons should not be permitted to obscure the 
importance of its message. Prophecy is a precarious profession, 
but the author’s sources and his deductions therefrom compel 
respect. Any Corrective Therapist contemplating relocating, 
going into business or making financial investments would do 
well to first consider the material presented in this booklet. 

PJR 





OUT OF THIS WORLD, by Helen Worden Erskine, New York: 
G. P. Putnam's Sons, 1953. 300 pp. $3.75. 
Mrs. Erskine’s long time hobby has been the study of recluses, 
people who for one reason or another have chosen to withdraw 
from society. Out Of This World relates the story of many 
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of these hermits, at least so far as she has been able to unravel 
it. This is not a scholarly study of the type of Dingwall’s books. 
Mrs. Erskine’s curiosity is tempered by considerable affection 
for her subjects and her style has probably been influenced 
by the fact that most of the chapters seem to have been original- 
ly prepared for newspaper publication. Many of her own con- 
clusions are supplemented by the opinions of a psychiatrist. 
Over and over the same pattern emerges—fear, inability to make 
decisions and lack of strong sexual drives seem to characterize 
these people. There is no lack of intelligence and many of 
them are wealthy. Mrs. Erskine is convinced that most of 
these hermits are victims of their monther’s possessiveness 01 
domination. Out Of This World is a well written presentation 
of fascinating material. It does much to illuminate a segment 
of the “lunatic fringe” as seen by an intelligent and sensitive 
layman. 
PJR 


LIVING WITH A DISABILITY, by Howard A. Rusk, M.O., 
and Eugene J. Taylor, in collaboration with Muriel Zim- 
merman, O. T. R., and Julia Judson, M. S. Ilustrated. 207 
pp. New York: Doubleday & Co. $4. 

The ultimate goal of every handicapped person is to become 
independent. At first he may be discouraged and feel “I can- 
not do it.” But practice helps and he gradually learns to com- 
pensate for lost functions. Many disabling conditions, however, 
are so severe that some help is needed. The patient has to de- 
cide whether to rely on another person and remain dependent 
or to use some kind of mechanical aid which will permit final 
independence. 

To find suitable self-help devices and gadgets that might 
help disabled persons in the performance of their daily ac- 
tivities is very difficult for an individual patient as well as for 
the rehabilitation worker. Often much time is wasted in de- 
veloping aids which already have been tested and _ perfected 
elsewhere. Therefore, the institute of Physical Medicine and 
Rehabilitation of New York University- Bellevue Medical Cen- 
ter undertook two research projects to review all existing devices, 
test them clinically, design and develop new devises, determine 
methods requiring the least expenditure of energy and make the 
accumulated information generally available. 

Medical libraries, hospitals, rehabilitation centers, the 
United States Patent Office, periodicals, shops and mail order 
catalogues were searched and the suggestions of individual 
patients, physicians and rehabilitation workers utilized and 
evaluated. The results of these extensive studies are compiled 
in this book by Howard Rusk—an associate editor of THE NEW 
YORK TIMES who is director of the Institute of Physical 
Medicine and Rehabilitation and an international authority in 
this field—aided by his co-workers. 

This comprehensive book considers every need from holding 
a pen to planning and building a home or adjusting an avail- 
able apartment to meet the problems of specific handicaps. 
It contains nearly 300 instructive illustrations. 

It should be an invaluable aid to the millions of disabled 
people and help them to achieve greater independence, ef- 
ficiency, happiness and comfort. 

How much can be accomplished by modern rehabilitation 
is well illustrated by the story of a young lawyer who was ad- 
mitted to the Institute of Physical Medicine and Rehabilitation 
at Bellevue Hospital in 1946: “Paralyzed in all four extremities 
and the abdominal muscles as a result of poliomyelitis in 1940, 
this man was entirely helpless. His physical capacities were lim- 
ited to the ability to grasp to some extent with his hands and 
to move his fingers partially. 

“Although little could be done for this man in the way of 
physical restoration, his vision, speech and mental ability were 
not affected.*** With a cockup splint for the wrist and a ro- 
tary splint for the forarm, he was taught to feed himself. With 
a toggle switch on a French-type telephone mounted on a 
stand, he could signal the operator and thereby communi- 
cate by telephone. He learned to type with a remote-control 
electric typewriter that could be operated with a minimum of 
strength and motion. For greater efficiency tody, however, he 
dictates his letters into a lapel microphone.*** In just one 
year after his admission to Bellevue Hospital this man has 
moved to an apartment in mid-Manhattan, where he has been 
succesfully practicing law since.” 

(New York Times, Sunday Edition. Sept. 20, 1953, Book Review 

Section) . 
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THE SCIENTIFIC BASES OF PHYSICAL EDUCATION, from 
Mrs. Ruth W. Fink, Dir. of Physical Education for Women, 
University of North Carolina, 50c, 22 pp., Mimeographed. 

This pamphlet is a summary of the First Summer Workshop 
of the Southern Association for Physical Education of College 

Women. With the aid of consultants Dr. Augustus T. Miller, 

Jr. and Dr. Emma McCloy Layman, the workshop attempted to 

relate masic principles in physicology, kinesiology and psychology 

to physical education. The percentage of space given over to 

psychology is unusually large and will be of particular interest 

to Corrective Therapists serving in neuropsychiatric hospitals. 
PJR 


FROM OTHER JOURNALS (Cont. from p. 22) 

ARTHUR S. ABRAMSON, M.D. and ALFRED EBEL, M.D.. 
“Rehabilitation in the Management of Prolonged Illness,” 
Medical Clinics of North America, May 1953. Vol. 37, No. 3, 
pp 915-932. 

This paper is part of a symposium on prolonged illness that 
appeared in the New York Number of the publication noted 
above. The symposium covers specific chronic disease entities 
as well as the general subject of long-term illness. It is, there- 
fore, of value to those with widely varying interests in the prob- 
lem. 

Doctors Abramson and Ebel make a noteworthy contribution, 
emphasizing the important considerations that must enter al- 
most any discussion of rehabilitation of the chronically ill pa- 
tient. Their presentation very logically opens with the prelimi- 
nary steps to be taken in the management of such a patient: 
(1) establishing the diagnosis (2) prognostication as to whether 
or not the condition is stationary, progressive or likely to im- 
prove (3) ascertaining the degree of disability that exists by 
means of muscle testing, electrical and other modalites, and 
finally, (4) psycho-social evaluation. Quite properly they sug- 
gest that one can often achieve a better understanding of the pa- 
tient by noting his response to a short period of treatment. 

With the preliminary steps completed a therapeutic program 
is formulated. This may include coordination and strengthening 
exercises, obtaining and maintaining optimal joint range, am- 
bulation and activities of daily living. Braces, prostheses and 
other assistive devices are prescribed when necessary. Vocational 
and pre-vocational exploration are undertaken. Post-hospital 
planning is carried out by contact with the family and com- 
munity resources. 

The deleterious effects of inactivity, which can be prevented 
by exercise and weight bearing, are chiefly muscle atrophy, 
osteoporosis, contractures and venous thrombosis. The close re- 
lationship between level of activity of the organism and protein 
and calcium metabolism is well described. 

Since the principles of rehabilitation can be applied to various 
diseases, the authors have chosen to illustrate the application of 
these principles in the management of the paraplegic. With 
proper care many complications can be avoided. Sudden and 
acute injury to the spinal cord is followed by a stress period of 
spinal shock which is characterized by flaccid paralysis, blad- 
der atonicity and malnutrition. This lasts from a few days to 
about six or eight months and is due to the marked change in 
the level of activity of the patient. Complications frequently 
occur at this time. The pros and cons of laminectomy are dis- 
cussed succinctly and clearly. Factors predisposing to malnutri- 
tion are: anorexia, disuse (of normally innervated parts), 
paralysis, absence of weight bearing, decubitus ulcers and fever. 
To combat these factors a therapeutic regimen is suggested. 

The last portion of the article is devoted to an excellent pre- 
sentation on the management of the post-shock period. It covers 
such subjects as: pressure sores, paralyses and spasticity, bladder 
and bowel training, control of pain, exercises, traveling, am- 
bulation, surgery, development of substitutive function and 
mental, social and vocational adaptations. 

In their concluding remarks the authors stress the importance 
of teamwork, which implies not only cooperation, but effective 
coordination, as well. Their final words warrant repetition: “Nor 
is the hospital or rehabilitation center an end in itself. Without 
the aid and close cooperation of the community, industry, wel- 
fare and other social agencies, the hospital team would frequent- 
ly find it difficult to carry its goal to successful completion. It is 
in this broad concept of considering the patient, his illness and 
his entire social, vocational and emotional environment that re- 
habilitation has made a definite contribution to the practice 
of medicine.” 

Frederick J. Balsam, M.D. 
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EASTERN STATES' CHAPTER 
1953 Chapter Hi-Lites 


Mrs. Eleanor B. Stone took office as president. Her mes- 
sage, praising the fine unselfish performance of Corrective 
Therapists and the job that remains to be done in the field of 
rehabilitation, appeared in the first issue of the Chapter News- 
letter. 

The Chapter membership voted to withdraw from the New 
York State Chapter and rename itself, The Eastern States’ 
Chapter. 

The Chapter’s presentation of an Educational Clinical Ses- 
sion was held at the Institute of Physical Medicine and Re- 
habilitation, where Kurt Janssen, Chief of the United Nations 
Rehabilitation Unit discussed the “Current Plans of the United 
Nations in Rehabilitation.” Dr. Josephine L. Rathbone, Colum- 
bia University, spoke on, “The Progress of Rehabilitation in In- 
dia,” and Dr. William Bierman, Chief Physical Medicine and 
Rehabilitation at Mt. Sinai Hospital, was the Chairman of the 
meeting. 

The Chapter was represented at the Eastern Districts’ As- 
sociation for Physical Education and Recreation Convention in 
Pittsburgh by our president Mrs. E. B. Stone, who delivered an 
address before the “Body Mechanics Section” on the “Role of 
Corrective Therapy in the Schools.” 

Our Chapter members distinguished themselves as active 
participants in the scientific and business sessions at the Na- 
tional Association’s Convention in Washington, D. C. 

The plan to certify Corrective Therapists, that was ap- 
proved by the Represeniative Assembly at the Washington, D. C. 
convention, got under way with our members heading the drive. 

On Friday, November 20th, a Scientific and Clinical Session 
was held at the Institute of Physical Medicine and Rehabili- 
tation, 400 East 34th Street, New York, N. Y. The theme of the 
conference was “Rehabilitation of the Aged.” C. Ward Cramp- 
ton, M.D., Chairman of the Geriatrics Committee of the Medi- 
cal Society of New York City served as Chairman of the meet- 
ing. The program offered two presentations, one on “Chronic 
Disease and Ageing,” By Hans J. Behrend, M.D. President of 
the New York Society of Physical Medicine; the other—“Re- 
habilitation of the Older Worker,” by Martin Gumpert, M.D. 
Leo Berner writes: “An interesting and informative discussion 
followed. We need more meetings of this type.” 

Business Meeting, Oct, 9, 1953. 

The meeting was called to order by President Stone, who 
reported that the Executive Board meeting that was scheduled 
for August 7, 1953, was cancelled because of the illness of Miss 
Lanna and herself. 

Reports on the highlights of. the National Convention were 
made by several members. They all agreed that the panels were 
excellent and well attended. The Chapter congratulated the 
members of our Chapter who distinguished themselves by pre- 
senting excellent discourses on various topics; and those who 
helped conduct the business meetings; and Lou Montavano, 
who was elected to the post of President-Elect, to Eleanor B. 
Stone, who was elected to the post of Treasurer, to Roger Wes- 
sell, who was elected to the post of Editor-Elect. The Repre- 
sentative Assembly chose Boston, Mass., as the site of the 1955 
Convention. 

Roger Wessel reported on the plan for the certification of 
Corrective Therapists. He outlined the plan and told how it 
would operate. A discussion concerning the standards of edu- 
cation required for certification followed. 

Hy Wetstein, Chairman of the Program Committee, an- 
nounced a tentative schedule of three joint Clinical and Edu- 
cational sessions with the N. Y. Chapter of the American As- 
sociation of Rehabilitation Therapists. 

Mrs. Stone announced that part of the agenda for the next 
business meeting to be held some time in December would be 
the election of Chapter Officers for 1954. 


UTAH CHAPTER 


\ meeting of the local Utah Chapter was held on Octobe 
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7, 1953 at the Veterans Hospital, Station 5252, for the purpose 
of establishing the preliminary Chapter and By-Laws pertinent 
to a local constitution 

Harley Hughes had prepared a tentative constitution which 
was read and then discussed by the group present. Changes and 
revisions were mace after a group discussion on the various 
issues. 

The constitution is to be re-written in accordance with sug- 
gested changes recommended by the group at this meeting and 
will be presented again at the next meeting. 


TEXAS CHAPTER PLANNING 
JOINT ANNUAL MEETING 


The Annual Meeting of the Texas Chapter of the Associa- 
tion will be held in San Antonio. The exact dates have not been 
set pending the probability of holding the meeting to coincide 
with the Southwest Section of the Congress of Physical Medicine 
and Rehabilitation. Many of our Chapters are promoting joint 
meetings with organizations of similar professional interest. This 
results in beneficial exchange of scientific and clinical ideas and 
techniques. Address any inquiries concerning the Texas Chap- 
ter to Major H. J. Rockstroh, 554 Graham Road, Fort Sam 
Houston, Houston, ‘Texas. 


CALIFORNIA ELECTS OFFICERS 


At a recent meeting of the California Chapter, the follow- 

ing officers were elected. Rudolph Jahn, Long Beach Hospital, 
President; Bernie Webber, Wadsworth Hospital, Vice President; 
Richard Barr, Long Beach Hospital, Secretary and Hamilton 
Stephens, Brentwood Hospital Treasurer. 
(Editor’s Note: Someone has said, “Brevity is the soul of wit,” 
but this column too frequently, receives to little, too late from 
to many Chapters. Chapter activity is one of the Association 
activities that keeps organizations atune to what is of interest 
and importance to the membership. Art Landy is always anxious 
to hear from the Chapter News editor or Corresponding Secre- 
tary. His address, in case you have misplaced it is: 335 Church 
Street, Chillicothe, Ohio) . 





News and Comments 


OUR AGING POPULATION 

Dr. John Eisele Davis, in a talk delivered at the Ohio-Ken- 
tucky semi-annual meeting, presented the following statistics: 

The problems of Geriatrics are of increasing importance 
both within and without the Veterans Administration. At the 
end of last year there were 40,000 patients in the VA Hospi- 
tals of 55 years and older. By 1970 it is estimated that the num- 
ber of veterans over 65 years of age will be ten times as great 
as the present number. Since 1900 the population of the United 
States has doubled but the number of persons 45-64 years old 
has tripled, while the number 65 years and older has quad- 
rupled. In early 1952 there were 13 million men and women 65 
vears of age and over. This number is increasing at the rate 
of about 400,000 a year. Chronic disease is four time more 
prevalent in age groups over 65 than it is in those below this 
age. 


FORMER "C. T."" CHIEF AT UNIVERSITY 
OF EDINBURGH, SCOTLAND 


On Scholarship at University of Edinburgh, Scotland, Sid- 
ney L. Toabe, formerly Chief of Corrective Therapy at VA 
Hospital, Cheyenne, Wyoming is on an extended educational 
leave, fulfilling a Fulbright Scholarship at the University of 
Edinburgh, Scotland. Sidney, while in Europe, will be in posi- 
tion to establish professional relationships with various Reme- 
dial Gymnastic groups. He will prepare an article for the Jour- 
nal to acquaint our readers with rehabilitation abroad. 


OUR PRESIDENT ATTENDS EMPLOYMENT 
OF HANDICAPPED MEETING 


President Harold M. Robinson is in Washington. While 
attending the meeting of the President’s Committee for The 
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Employment of the Handicapped in Washington, D. C., om 
President took the opportunity to visit Central Office, confer- 
ring with Dr. Davis, Dr. Harvey Tompkins, Chief, Neurology 
and Psychiatry; Dr. Harold Hildreth, Chief, Clinical Psychology 
and Dr. A. B. C. Knudson, Chief, Physical Medicine and Re- 
habilitation Service. With Dr. Davis he paid his respects to 
Admiral Boone and discussed some of the current problems in 
Corrective Therapy. 


CONGRESSIONAL MEDAL OF HONOR TO 
SPRINGFIELD REHABILITATION TRAINEE 


Raymond G. Murphy, a graduate student in rehabilitation 
at Springfield (Mass.) College, was awarded the Congressional 
Medal of Honor by President Eisenhower at appropriate cere- 
monies at the White House on October 27. Mr. Murphy, a 
former Lieutenant in the Marine Corps, received the nation’s 
highest award for heroism in combat for his exploits on a Ko- 
rean battlefield, when, despite two wounds he refused medical 
aid in order that wounded men under his command could be 
removed to safety. 


Mr. Murphy, a native of Pueblo, Colo., plans to enter the 
field of corrective therapy upon the completion of his graduate 
study. He is particularly interested in the rehabilitation of the 
disabled veteran and hopes to enter the Veterans Administra- 
tion program next year. 


Representatives of two major groups engaged in the fight 
against the ravages of arthritis told members of a_ special 
House committee on Oct. 5 that 70 per cent of the nation’s 
10,000,000 arthritis suffers could be restored to useful lives 
with proper medical care. Gen. George C. Kenney, president 
of the Arthritis and Rheumatism Foundation told the special 
committee which is investigating progress in fighting disease 
that a lack of trained specialists prevented arthritis sufferers 
from receiving the benefits of modern treatment. Gen. Kenney 
claimed that 3,500,000 victims were getting no care at all 
at the present while another 6,500,000 were receiving only 
“rather sketchy care.” 

Dr. Charles Ragan, president of the American Rheumatism 
Association reported that 7 out of every 10 persons now 
suffering from arthritis could be restored to active lives. He 
said that the miracle drugs were “not the final answer to 
arthritis” despite their success in relieving distress and stated 
that medical research had made but little progress in determin- 
ing the cause of the disease. 

Dr. Currier McEwen, dean of the N.Y.U. College of Medicine, 
claimed that a shortage of trained specialists caused a “bottle- 
neck” in the fight against arthritis and said money for 
more teaching and study was “badly-urgently needed.” 


SIXTH WORLD CONGRESS 
FOR WELFARE OF CRIPPLES 

Persons from all parts of the world interested in services 
for the disabled will assemble at The Hague, Netherlands, from 
September 13 to 17, 1954, for the Sixth World Congress of the 
International Society for the Welfare of Cripples. 

Representatives of the twenty-six national organizations which 
are members of the International Society are expected to attend 
the Congress, as well as representatives of the United Nations, 
World Health Organization and other governmental and non- 
governmental organizations interested in services for the physi- 
cally handicapped. 


The Congress will be held under the joint auspices of the 
International Society for the Welfare of Cripples (ISWC) and 
the Netherlands Central Society for the Welfare of Cripples, 
the affiliated national organization in Holland. 

The program will present demonstrations, panel discussions 
and special meeting analyses of developments throughout the 
world in services for the disabled. 

The International Society for the Welfare of Cripples is a 
federation of national voluntary organizations providing services 
for the physicaly handicapped children and adults. Founded in 
1922, it has, for many years, been the outstanding organization 
of its type in the international field. 

The Society’s program includes all phases of rehabilitation 
of the disabled—prevention, medical services, education, social 
services, therapy,’ recreation and employment. It serves as an 
international clearing house for information concerning tech- 
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nical and social developments in rehabilitation services for 
the handicapped. 

The services of the Society are extended to persons and 
organizations throughout the world, both members and non- 
member, who are engaged in work for the benefit of the handi- 
capped. The affiliated member in the United States is The 
National Society for Crippled Children and Adults, with head- 
quarters in Chicago. The central offices of the International 
Society for the Welfare of Cripples are locted in New York. 
Mr. Konrad Persson, Director General of the Royal Pensions 
Board and Chairman of the Norrbackainstitute in Sweden, is 
President of the Society. 


A RECOMMENDED POLICY FOR EMPLOYMENT 
OF THE PHYSICALLY HANDICAPPED 


(Editor's Note: In these recommendations we find specific 
standards suggested for the benefit of the patient and as a 
guide for the employer.) 

To insure that full consideration will be given to the physical- 
ly handicapped in examination, appointment, or reassignment; 

1. PHYSICAL STANDARDS WILL BE FAIR, REASON- 
ABLE, AND ADAPTED TO THE REALISTIC REQUIRE- 
MENTS OF JOBS. e 

Such standards will be based on complete, factual information 
regarding working conditions, hazards, and essential physical 
requirements of each job, ascertained by investigation and 
examination of the duties of the jobs as performed. Physical 
standards will not be to arbitrarily eliminate the physically 
handicapped from consideration. 

2. AN OPPORTUNITY WILL BE PROVIDED FOR A 
FAIR APPRAISAL OF PERTINENT QUALIFICATIONS OF 
PHYSICALLY HANDICAPPED APPLICANTS AND EM- 
PLOYEES. 

Where preemployment tests are used, opportunity will be 
provided applicants with certain physical impairments to 
demonstrate pertinent knowledge, skill, and abilities by testing 
methods adopted to their special circumstances. This will 
include the blind, deaf, and all others who may have difficulty 
in taking the usual examinations. 

3. PHYSICAL ABILITIES OF HANDICAPPED PERSONS 
BEING CONSIDERED FOR EXAMINATION, APPOINT- 
MENT, OR REASSIGNMENT WILL BE APPRAISED IN 
RELATION TO THE ESSENTIAL PHYSICAL REQUIRE- 
MENTS OF THE JOBS. 

Particular attention will be given to the degree to which 
handicapped applicants or employes have compensated for 
their impairments by the development of special skills or 
methods, by the sharpening of unimpaired senses, or by the 
use of prosthetic devices. 

All levels of administration and supervision will participate 
in carrying out this policy. Management will: (a) Take such 
action as is necessary to bring about an understanding and 
application of the policy by all appointment officials and 
others who participate in the hiring or reassignment of em- 
ployees; and (b) make periodic review of the manner in which 
the policy is being observed throughout its jurisdictions. 
(Courtesy Public Service Committee—President’s Committee on 
NEPH Week). 


DR. NEWMAN CHANGES POSITION 


Dr. Louis B. Newman has been appointed Chief of the 
Physical Medicine and Rehabilitation Service at the new 520 
bed Veterans Administration Research Hospital, 333 E. Huron 
St., Chicago. Prior to this appointment Dr. Newman was 
Chief of Physical Medicine and Rehabilitation at the Veterans 
Administration Hospital, Hines, Illinois since March, 1946. 


DR. SIDNEY LICHT IN EUROPE 


Dr. Licht writes: “I have been in Europe since July, visiting 
libraries for my notes on a multivolume History of Physical 
Medicine. I have visited Libraries in Belgium, Holland, Switzer- 
land and France and hope to include Denmark, Spain and 
England.” 

Our readers will remember Dr. Licht as the editor of “Occupa- 
tional Therapy and Rehabilitation” and the fine surveys that 
Journal contained of the literature of Physical Medicine and 
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Rehabilitation of International interest. We wish him well 
in this important project. 


RECRUITMENT OF NEW HOSPITALS 

The Veterans Administration Reserach Hospital, 333 West 
Huron Street, Chicago, Ill., is in need of therapists, GS-5 and 
GS-7. This is a GM&S Hospital. Send your 57’s to Norman 
Tenner, Chief Corrective Therapy. 

LIEUT. COL. CECIL W. MORGAN APPOINTED 
PROFESSOR OF PHYSICAL EDUCATION 

Springfield, Mass., Jan. 5.—Prof. Clayton T. Shay, acting 
director of the graduate division at Springfield College has 
announced the appointment of Lieut. Col. Cecil W. Morgan 
of Pittsburgh, Pa., as Professor of Physical Educaion at the 
college. 

Dr. Morgan will supervise Springfield’s expanding program 
in rehabilitation, having distinguished himself in his service 
work with the U. S. Army Medical Corps’ rehabilitation and 
reconditioning program. 

Under Dr. Morgan’s guidance, Springfield will further develop 
its unique affiliation with the U. S. Veterans Administration. 
The college has been officially designated for the clinical train- 
ing of physical educators for work in hospitals and institutions 
for the handicapped. Thirty students on the graduate level 
are now studying rehabilitation on the campus followed by 
field work in selected government hospitals. 

Professor Morgan will also serve as adviser to the students 
who, upon graduation, will serve on the staffs of VA hospitals, 
state institutions and schools of specialized education for handi- 
capped children. 

The Association welcomes Col. Morgan’s return to teacher 
training and wish him success. 


NEW JUNIOR SIZE OF THE POPULAR 
HOLLYWOOD WHEEL CHAIR IN PRODUCTION 


This new model, according to the distributor: (Everest and 
Jennings, Inc., 761 N. Highland Ave., Los Angeles 38, Calif.) 
will be available in three attractive styles: 
1. Junior Standard Model with Hollywood Plating and 
Maroon Duck Upholstery. 

2. Junior Elite Model with Hollywood Plating and Maroon 
Leatherette Upholstery. 

3. Junior Deluxe Model with Triple Chrome Plating and 
Maroon Leatherette Upholstery. 

Specifications are the same as the adult size with the excep- 
tion of the arms, back and seat being three inches lower and 
the overall width being 1% inches narrower. 





These versatile wheel chairs are really three wheel chairs in 
one. By means of simple interchangeable parts it can be easily 
changed to an outdoor chair (illustrated) or to an indoor 
chair (large wheels in front) or to a special glide about chair 
with four small casters. This convertible feature is excellent for 
hospitals, institutions and centers which require several dif- 
ferent types of chairs to meet the needs of various disabilities 
and conditions undergoing therapy. 

Full information may be obtained from Everest & Jennings, Inc. 
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Here's the greatest development in handicapped driver 
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The slightest touch of your fingers now operates your 
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WANTED! 
A manufacturer of CORRECTIVE EXERCISE 
and THERAPEUTIC EQUIPMENT, to manufac- 
ture a device, designed to stretch the hip, lower 
back, hamstring and heel cord muscles. 
Excellent results in FOUR years of testing. 
Design simple and easy to manufacture. 
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PHYSICAL REHABILITATION CENTER 
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Bartelso, Illinois 
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Easily Installed By Any Mechanic By Using Pictured Instructions—Pencil-Like Lever (Pull-to-Go— 
Push-To-Stop) Operates Entire Car. 


Arnold DEVICES, INC. 


310 East 34 Street — New York 16, N. Y. 
Opp. Queens Midtown Tunnel — LExington 2-5989—6294 
WHEEL CHAIRS—HOSPITAL EQUIPMENT SALES & SERVICE—AMBULANCE AND OXYGEN SERVICE 


RAvenswood 9-3398 
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Write for catalog 
of E & J Chairs 





SMALL PATIENTS are eager to be on the go 
in a bright, light, modern E & J folding wheel chair. 
They gain independence—doing the 
little things that psychologically speed recovery 
or acceptance of a handicap. 





EVEREST & JENNINGS = 761 No. Highland Ave., Los Angeles 38, Calif. 
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Price of Directory Listing for one year—6 issues—$10.00 








STORES WHERE EVEREST AND JENNINGS PRODUCTS MAY BE PURCHASED 


Bisnorr’s, 1618 Franklin St., Oakland 12, California 

Bowers AMBULANCE Service, 430 E. Pacific Coast Highway, Long Beach, California 

Deckert Surcicat Co., 409 S. Main St., Santa Ana, California 

Marrnays, 809 S. Hill St., Los Angeles 14, California 

MapLe Hitt, Inc., 143 Main St., Hartford 3, Connecticut 

Tne D. G. SroucuTon Co., 249-255 S. Whitney St., Hartford 5, Connecticut 

WATERBURY MevicaAL EquipMENT SuppLy, 1395-1397 Baldwin St., Waterbury, Connecticut 
YALE Surcicat Co., 1004 Grand Ave., New Haven 11, Connecticut 

Amepic Surcicat Co., 1661-65 W. Flagler St., Miami 35, Florida 

Cuicaco Wueet Cuair Co., 1071 W. Ogden Ave., Chicago 12, Illinois 

Dess Hosprrat Suprpwies, Inc., 118 S. Clinton St., Chicago 6, Illinois 

V. Muetrer & Co., 320 S. Honore St., Chicago 12, IJilinois ‘ 

AKRON SurcicaAL House, Inc., 217-223 N. Pennsylvania St., Indianapolis 4, Indiana 
Recer’s, 717 N. Main, Hutchinson, Kansas . 

SALINA Sick Room Rents Service, Rentals and Sales, 116 S. 5th St., Salina, Kansas 

Peacock Surcicat Co., Inc., 1235 Texas Ave., Shreveport, Louisiana si 7 
BetH-Mont SurcicaAL Surety Co., 4610 East-West Highway, Bethesda 14, Maryland 

Tue Corson-Merriam Co., 1623 N. Aisquith St., Baltimore, Maryland 

MASSACHUSETTS SURGICAL, INC., 224 Maple St., Holyoke, Massachusetts acacia 
MEDICAL Arts SuRGICAL SuppLy Co., 20-22-24 Sheldon Ave., S. E., Grand Rapids 2, Michigan 
C. F. ANnperson, INc., Surgical and Hospital Equipment, 901 Marquette Ave., Minneapolis 2, Minnesota 
Puysicians & Hosprrats SurpLty Co., Inc., 1400 Harmon Place, Minneapolis 3, Minnesota 

HARRINGTON SuRGICAL SuppLy, 218 N. Main St., Butte, Montana 
Crossy Surcicat Co., 111 N. 18th St., Omaha, Nebraska 

Semcer Surcicat Co., Inc., 111 S. 17th St., Omaha 2, Nebraska 
AMSTERDAM Brorners, 1060 Broad St., Newark 2, New Jersey 

Artuur A. Bertman C. P. Co., 44 William St., Newark 2, New Jersey — 
BELLEVUE SuRGICAL SuppLy Co., 52-54 Garden St., Passaic, New Jersey 
BURLINGTON SuRGICAL APPLIANCES, 314 High St., Burlington, New Jersey 
CosMevo Surcicat Suppty Co., 236 River St., Hackensack, New Jersey 
Evcmira Druc & CHemicat Co., 157 Baldwin St., Elmira, New York... 
Dowp CuHaim Renrat & Saves, 392 Franklin St., Buffalo, New York initiamidiations 
Dowp CuHair RENTAL & SALEs, 138 South Highland Ave., Pittsburgh 6, Ponnepleania ae 
Dowp CHaiR RENTAL & Saves, 4848 Woodward Ave., Detroit 1, Michigan 
Dowp CHa Rental & SALES, 2245 Biscayne Blvd., Miami 37, Florida 
Dowp CHaiR RENTAL & Sates, (Canada) Ltp., 589 Yonge St., Toronto 5, Ontario, Canada 
Ho_MeEs, AMBULANCE & OXYGEN Service, 486 Flatbush Ave., Brooklyn 25, New York 
MAYFLOWER SuRGICAL SuppLty Co., 2515 86th St., Brooklyn, New York 


TR 5849 


9-4533 

SE 8-1111 

FR 2-3424 

SE 3-2180 

LI 1506 

2-2375 

Day 3-5276—Night 7-4910 
Oliver 4-6633 


Mulberry 2847 
Dial 2-0298 


6542 
ATlantic 5825 
Market 2-1335 


Burlington 3-0052 
Diamond 3-5555 


adasaecsins : canci 


Cleveland 3335 
Montrose 1-5355 
Temple 3-3490 
ae | 
Princess 6644 


NASSAU SURGICAL APPLIANCE Co., Manufacturers and Fitters of Artificial Limbs and Braces, 362 Fulton Ave., Hempstead, New York__2-3460 


NATIONAL HospiTaL SuppLy Co., Inc., 38 Park Row, New York 7, New York... 
PROFESSIONAL SURGICAL SupPLY, INC., 74-19 Roosevelt Ave., Jackson Heights 72, New York 
Jerrrey-Fect Co., 1700 Main St., Buffalo 9, New York 

Haroip Suppcy Corp., 100 5th Ave., New York 11, New York se 
REHABILITATION EQuiPpMENT, INc., 1333 York Ave., New York 21, New York 
SCULLY-WALTON, 254 69th St., New York 23, New York 

SOCIAL SuRGICAL APPLIANCE CENTER, 838 Broadway, New York 3, New York. 

ALEXANDER SuRGICAL SuppLy Co., 373 E. Broad St., Columbus 15, Ohio 

Fipetiry Mepicat Suppty Co., Ist & St. Clair Sts., Dayton 2, Ohio 

Tue CLEVELAND Ortnopepic Co., 5904 Euclid Ave., Cleveland 3, Ohio 

Grant G. Forsytrue, 11 E. 6th St., Tulsa 3, Oklahoma 

SuHaw Surcicat Co., 902-912 S. W. Yamhill St., Portland 7, Oregon 

BELLEVUE SurcicaL SuprLy Co., Inc., 126-128 N. 5th St,. Reading, Pennsylvania 

E. ‘A. Warnick Co., Simon Long Bldg., 50-52 S. Main St., Wilkes-Barre, Pennsylvania 
Heyt Puysicians Suppty Co., 419 State St., Erie, Pennsylvania 

Tue Crariin Co., 40 Mathewson St., Providence 3, Rhode Island 

Kay Surcicat, Inc., 1144 Madison Ave., Memphis, Tennessee 

Dera Surcicat, Inc., 912 Madison Ave., Memphis, Tennessee. 

SOUTHERN SurGICcAL Suppty Co., 909 Madison Ave., Memphis, Tennessee 

Ricnarps Merc. Co., 756 Madison Ave., Memphis, Tennessee 

BLACKWELL MatrTress Co., 2610 Texas Ave., Lubbock, Texas 

Powers & ANDERSON, INc., 2-4 South 5th St., Richmond 2, Virginia : 

Horne OrtHopepic APPLIANCE Co., 8 W. Poplar, Walla Walla, Washington stiettinais ——- 
HosPiTaAL AMBULANCE, OxYGEN & EquipMENT Co., INc., 1823 ‘L’ St., N. W., Washington 6, D. C. 
KLOMAN INSTRUMENT Co., INC., 1822 Eye St., N. W., Washington 6, D. C. 

THe Corson-MerriAM Co., 703 Transportation Bldg., Washington 6, D. C. 

DOERFLINGER’S SuRGICAL & OrtHOoPEDIC APPLIANCES, 252 W. Fond du Lac Ave., Milwaukee 6, Wisconsin. 
House or Bipwe tt, Inc., 604 N. Water St., Milwaukee 2, Wisconsin 

RoeMER Druc Co., 606 N. Broadway, Milwaukee 2, Wisconsin... 


Worth 2-4947 
Havemyer 4-0300 
Garfield 1700 
Chelsea 2-2500 
Regent 7-7740 
SU 7-5200 
ALgonquin 4-3509 
MA 4860 

MI 7636 

HE 1-8484 


BR 3456 


2-8064 
2-6785 
GA 1-5800 
7-7415 
5-6626 
5-3200 

8- 2566 
7962 
2-6589 

- 5152 
ME 3900 


National 0011 
HI 2-2525 
BR 2-4369 
.MA 8-0911 
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STORES WHERE EVEREST AND JENNINGS PRODUCTS MAY BE RENTED OR PURCHASED 


ABBEY Kents, 600 S. Normandic A Los Angeles Cali 


Ol 
Anniey ReNts 1 oS. El Camu Leal, San Mateo, Cali 
Anney RENtSs s ] Stree s mento i 2 
Anney Rents ‘ \r \ ng Beach,Ca 
A\nprey Rints ’ | Caje Bive San Diego. ¢ 
\npiey Rints I s Ss " ( 
Anpey Rents Brow @) TT ( 
Nniuty Rints 0 B ‘ ) ‘ ( 
Apney RENIS »S. Ninth § M ‘ ‘ Ml 
Anney Rents, 4041 Broac Kan ( M int 
Ncwer- Abney Re \\ Biya St. Louis ul 
Annry Rents " | i s p ! oO 
Same Fortas Hotse bus HING Ce Inc Main and Poplar, Men 
best RaNtaLs 0 S. Shey cl Drive Houston 2 Tex 
\nniey Rints ( Pik s ri i" 
\nney RENtS S44 W. Ton I \ Milwauke 1O, WW 





AN—1-6154; NE—8-4135: DI 1-5292; PI STS 

ITS: CI—S-2101; SP—4-1174; CR—1-2108; SY—6-9203; EX } 
FI 

HU—4-9151 


LB—6-6264 

Falbot 1-8151 

GR—4-2525 

HI1-4-8181 

PE-4-651 

Lincoln SO3t (Mpls.) Nester 8831 
Jefferson 5200 
Olive 5760 
Filmore 5001 
59-3515 
Kevstone 4416 
Seneca 5040 


Uptown 3-2000 


























quantity lots. 


44—Remedial Exercises and Rehabilitation in Back 
Injuries—Marcus J. Stewart, M.D., 4:8, April 
"52 .25 
56—Factors Related to Training of Upper Extremity 
Amputee—Norman Berger, M.S. and Marshall 
A. Graham, B.S., 5:3, Jan. '52 15 


39—General Principles of Exercise Therapy—Alfred 
Ebel, M.D., and Arthur S. Abramson, M.D., 
5:4, March ‘52 15 


72—Subject Author Index, 5:6, July ‘52 25 


76—A Guide For The Corrective Therapist in the 
Treatment of Patients with Lower Extremity 


Amputations—Paul F. Fleer, M.Ed., 5:6, July ‘52.25 


8—Preliminary Survey and Analysis of the Educa- 
tional and Professional Background of the Cor- 
rective Therapist—Louis F. Mantovano, 7:2, 


Mar. ‘53 15 


17—The Role of Neurosurgery in Rehabilitation of 
the Paraplegic—C. D. S. Scheibert, M.D., 7:3, 
53 15 








MANUFACTURERS OF ORTHOPEDIC AND PROSTHETIC APPLIANCES 
BIRMINGHAM ARTIFICIAL Limp ¢ N Oth St.. Birmingham labama 3-1786 
Poe WINKLEY Agtinician Linn Ce GOS Oth Ave 1 Moines, / 4-2323 
JACKSON Brack & Limp Ce i N. State MR Ju nson, Missi 
STANDARD ArririciA. Lime Co., IN 102-04 Olive St., St. Louis Mis Central 1158 
UNirep Ortnoriepic Al Nak Ce i Broadwa New York. Ne ork 
W. T. HINNAN ARTIFICI l Ce E. Kingston Ave., Charlotte, N i Carolina 
Fipeniry OrtHorent tl nd Main Sts., Dayton O! 
W. F. LaAForscu, Orntnorevic AppLiiances, 536 Valley St., Dayton Ohio FU 5462 
GrORGE S. ANDERSSI Co ’ Wah s Philadelphia 4, Pen? inta 
Mopern Lima & Brace Co | 5S. 19th St., Harrisburg, Pennsylvania 
SNELL’S ARTE l bn Co ) We kind Ave Nashville 4 len 
GONZALES WARM 5PrRINGS Fo ATIC FOR CRIPPLED CHILDREN, IN¢ 30x 58, Gonzales, Texas 
PHe Fit-Weviri A ‘ Limp Ce 125 W rd St., South, Salt Lak ity 1, Utah 4-6741 
Marvin FE. Por ' (x 1 I bi S Richmond, Tirg a 38646 
HERMAN J. Getstt Pac I HE Hanpicapred, 390 Cedar St., Fond du Lac, Wisconsin 989 
UNCLASSIFIED 
THe VAso-PNEuUMATIC, Micp. sy Por LoGaN Mec. Co., 7519 Varna ri North Hollywood, California 
Huri-O-Darr MANt CTURING Ce [he Ide Lawn or Beach Game 2242 Union St Indianapolis 2, Jndiana GA 2242 
PARAVOX HEARING Alps, Elm Creek, Ne 293) 
HAusTED MANuractuRING Ce hiosy Equipment, Medina, Ohi 3-1803 
THe Liksec-Fearsurim Co., Manutacturers of Apparatus for Physical Medicine, Cincinnati 15, Ohio PO 2700 
Invarip CHa ¢ N. 45th s Milwaukee, Wisconsit HI 4-7756 
NATIONAL Sports | Ce ( 70 N. Marquette St., Fond du I Wisconsin 

| 

| 

| 

| REPRINTS AVAILABLE 

: , , 

| The reprints listed below are now available. Prices are 8—Rehabilitation Potentials in Spinal Cord and 

based on number of pages. | p.—.10; 2-4 pp.—.15; 5-10 Cauda Equina Injuries—Louis B. Newman, M.D., 

| pp.—.25. These prices include mailing cost, except for M.E., 7:3, May '53 ‘ 15 


3—A Practical Approach To The Treatment of 
Brachial Birth Palsy—Franziska Schweitzer, 7:3, 
"53 15 


13—Factors Related to the Restoration of Language 
Function in Aphasic Patients—Jon Eisinson, 


Ph.D., and Robert S. Morrow, Ph.D., 7:3, '53 15 
51—The Modern Meaning of the ‘'Total Push’ Con- 
Cept—Arpad Pauncz, M.D., 7:4, July, '53 15 


51—Physical Education and Recreation: A Graduate 
Program at Springfield College—Harvey E. 
Williams, 7:4, July, '53 . ; 15 

56—Research: A Method Of Determining The Maxi- 
mum Load, For Ten Repetitions, In Progressive 


Resistance Exercises For Quadriceps Develop- 


ment—Karl K. Klein, M.Ed., and Elden Johnson, 


M.A., 7:4, July, '53 : 15 
50—''Leg Press’ as an Aid in Regaining Muscle 

Power—Rudolph Jahn and Roy H. Nyquist, 

M.D., 7:4, July, '53 Gees : 15 


100—Subject Author Index—J. P. Callahan, Paul B. 
Bell and Richard F. Smotherman, 7:6, Nov. '53 .25 
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padquarters for Gorrective Anpara 


Porter Corrective Therapy Apparatus is 
carefully manufactured from designs based 
on the recommendations and experiences of 
authorities in the field. Many of the devices 
are standard equipment in Physical Medicine 
Rehabilitation and Corrective Gymnastic 
work. 

A catalog containing these standard items 
will be mailed on request. For therapists re- 
quiring special devices, Porter's engineering 
department is available for working out new 
designs to meet new requirements. 

Backed by nearly a century of quality 
manufacturing, The J. E. Porter Corporation 
is the world’s largest makers of gymnasium, 
playground and swimming pool equipment. 
The same reputation that has made Porter 
a famous name among schools, universities 
and recreation leaders is your assurance in 
the choice of Porter as a source for depend- 


able Corrective Therapy Apparatus. 


Send for your free copy of the 
A view of one of the many well-equipped rooms in the physical therapy Porter catalogof Physio- I herapy 
department at Michael Reese Hospital, Chicago. Porter is able to supply 
stall bars, gym mats, chest weights and a wide variety of highly specialized 
corrective devices described in a catalog which is yours for the asking. tion on request. 


Apparatus, sent without obliga- 


oo hd 
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HAND, WRIST AND FOREARM TABLE WRIST CIRCUMDUCTOR is valuable in ANKLE EXERCISER is effective for “loosen- FOOT INVERSION TREAD is the most effec- 
to provide a full range of muscle training loosening up" a stiff wrist. Wrist Rolls, ing up” the ankle joint and for strengthening tive device developed for the correction of 
exercises for the metacarpophalangeal and Shoulder Wheels, Shoulder Ladders and other the muscles of the leg below the knee for the 
interphalangec! joints, the wrist ond the devices for rehabilitating of stiff joints cre in flexion and extension of the foot 

muscies of the forearm. the Porter line. 


flat feet. A ratchet mechanism permits surface 
adjustment for various degrees of angulation, 


THE J. E. PORTER CORPORATION © FACTORY AT OTTAWA, ILLINOIS { 


CHICAGO OFFICE: 664N. Michigan Avenue, NEW YORK OFFICE: 11 West 42nd Street, 
Chicago 11, Phone: SUperior 7-7262 New York 18, Phone: LOngacre 3-1342 








